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A. Project Summary

1. Connecticut State Innovation Model Project Summary

Over afive year period (20120200 / 2 Yy S O isworkingiD®a X Y 1aINP @S heatthtafeS Ol A O dzi
systenfor the majority of residents/Ve have beennvesting in a transition away from paying for a volume

of healthcare servicemwards paying based on whether people receive high quality care with lower
growthin costs. This includes fundiigK S RS&AA 3y | yR fldzyOK 2F (GKS &adl ¢
t NEINF Y 66t/ al bé 0z KA OKwhodbid brNEerdon RedterédiViedichl Mime LINE & A
standards by implementing enhanced care coordination activities, and connect with comrhagnéy
organizationgo address social determinant needs, for improved quality outcomes and better cost trends.

Weare providingechnical assistance and supports to healthcare providérswant to succeeth these
new payment models, so that they can o@at individuals to community and behavissapports, deploy
community health workers, use data to track and improve their performancemamé. Providers access
these resources through o@ommunity & Clinical Integration ardivanced Medical Homgrograms

Simultaneously, we engage consumers by promoting insurance plans that remove fipamasto, or
introduce rewards for preventive care, medication adherence, chronic disease managantehigh
quality provider selectiorr S LINRPY20GS -1K% & b ¥ & 6zNBS goAVENING Snpldydrs” & ¢
and creating easily adoptable templates atidseminatingpestpractices.

Lastly, weare creating and testing components of deopulation Health PlarThis longeterm strategy
will combineinnovationsin clinicalhealthcaredelivery,paymentreform, andpopulationhealthstrategies
to improve health as a community approach, rather than one focused solely on paédiesis.

This Operational Plan outlines the strategy that we will exeover theduration of the SIMest grant,
with a focus on the next award yedfdbruaryl, 2018 ¢ January31, 2019). This document is consistent
with the approach set forth in our Test Grant Application arstiplemented wittplansdevelopedsince
the applicationwassubmitted. It outlinesmodelgoals,supportingstrategies milestones and allocation
of funding among project components. This Operational Rldingovern the business relationship
between Connecticut and CMMI, and establish accountglfili proposed strategies.
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2. End State Vision

As part ofthe SIMinitiative, Connecticut released ig&tateHealthcare Innovation Plan (SH&éPiculating
a shared vision to transforhvealthcare:

Vision Establish a whol@ersoncentered healthcare system that improves community
health and eliminates health inequities; ensures superior access, quality, and care
experiencegempowers individual® actively participate in their health and health care;
andimproves affordability by reducing healthcarests.

We track our progress towards this vision through statewide indicators associated with the Triple Aim of
healthierpeople, better care, and samter spending. However, improving overall health can still leave
underlying differences in the health outcomes of people of different races, ethnicities, and economic
statuses. Fahis reason, we emphasize health equity within each of our aims.

Conneticut intends to continue these efforts beyond the Model Test peaad has seguality measure
and procesgoalsthat reach into 2020

1 Improved rates of diabetegbesity, and tobacco use : Improve Population Health
with improved health equity _g« Reduce the statewide rates
f Improved health care outcomes on m&ures including . e# of diabetes, obesity, and

preventable ED admissions, hospital readmissio tobacco use

cancer screenings, cardiovascular deathsbetes

care, and child welisits, with improved health equity improve_Health Care

1 Provider and multpayer participation in alternative b 2t Outcomes
payment models that suppbi transformed model of = /™ ¢ Improve performance on
care delivery. key quality measures,

0 88% of the Connecticut population goes to ' including preventative care

healthcare provider that is accountable fo Ak RGeS

guality and total cost of careShared Savings
Models). Promote Health Equity

0 Public and private insurersa (LI € Sane Close the health disparity gap
implementing alternative payment models.

0 Over 1,600 healthcargroviders undergo a
transformation program to improve care

between the highest and
lowest achieving populations
for key quality measures

delivery.

1 87% of the commercially insured population has Reduce Healthcare Costs
valuebased insurance plan that removes financi Achieve a 1-2% reduction in
barriers/has rewards fo preventative care, chronic the annual rate of healthcare
condition management, and more. ‘ growth

9 Population health and health system transformatic.

efforts are aligned and coordinated for a greater collective impact.
1 Transformed health information technology and analytics statewide enalpetansformation.
1 1-2% reduction in the annual rate of healthcare spending across public and private payers.
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http://www.healthreform.ct.gov/ohri/lib/ohri/sim/plan_documents/ct_ship_2013_12262013_v82.pdf

3. Driver Diagram

Connecticut is striving to achieve challenging yet attainable goals for population Hesdikhcare
outcomes, health equity andtost reduction. The grant is also meant to accelersi@te-wide
transformationefforts towards value-driven and sustainablemodelsin healthcare.Achievingour goals
requires a multfaceted approach with multiple interventions being leveraged at oncérpactthe
majority of those living in Connecticut. Instead of applying singular reforms or interventiorapplye
multiple levers simultaneously to drive change, such as changes to payment incendakthcare
delivery standards, consumariven refornms, health information technology infrastructurend
regulatorylevers.

Although SIM funds support many initiatives directly, we also coordinate with other m#jatives such

as the Medicare Shared SavingsNRE AN} Y o0{ {t 00X GKS 58S pdrsoiicenitergdi 2 F {
medical home (PCMH) and administrative service organization (ASO) Intensive Care Management (ICM)
initiatives, and the CMMunded Practice Transformation Network (PTrit)ative.

A Driver Diagramwas developed to illustrate how SIM initiatives connect with one anotheroamnd
hypothesis about which drivers will enable us to achieve our aims. The diagram also crehigls-theel
framework that guides this Operatior@lan.

The Driver Diagram identifies the following: project aims, primary drivers, secondarydrivers, and
accountabilitytargets.

Our Driver Diagram reflects principles and strategiesidentified in / 2 Yy SOG A Odzi Qa { dF 4GS
Innovation Planas well as the refinements and new plans developed since then in collaborattioour

key partners. The diagram provides a shared vision of our scope of work. It illustrates whare we
focusing our interventions and which targets we use for monitoogprogress. It will remaianiterative

document, requiring updates as lessons are learned and milestoneseare

All of our measureswill be trackedfor the entire statepopulationby our evaluationteam. Moredetail
aboutmeasuresandprojectevaluationis providedin SectionD.

Please see Driver Diagram on the ngeige.
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EXHIBIT: SIM DRIVER DIAGRAM

Aims

By 630/2020 Connecticut
will establish:

HealthierPeopleWhile

PromotingHealth Equity:
Reducestatewiderates of

diabetes,obesity, and
tobaccouse

Better CaréWhile

PromotingHealthEquity:
Improveperformanceon

key quality measures,
increasepreventative care
and consumerexperience,
and increasehe
proportion of providers
meetingquality scorecard
targets

Smarter Spending:
1-2% percentag@oint
reduction inannual
healthcarespending
growth

Primary Drivers

Promotepolicy,systems, &
environmentalchanges,
while addressing
socioeconomidactors that
impacthealth

Engage consumers
healthylifestyles,
preventivecare,chronic
illnessself management,
andhealthcaredecisions

Promotepaymentmodels
that rewardimproved
quality, careexperience,
health equityandlower
cost

Strengthencapabilitiesof
Advanced\etworksand
FHQC#o deliver higher
quality, better
coordinated,community
integrated andmore
efficientcare

EnableHIE analytics, and
health IT to drive
transformation

—

Secondary Drivers

Engage local and state health, government, and commstakeholders to produce a population heaitan

Identify reliable & valid measures of community heattiprovement

Design HealttiEnhancement Communities (HECs) model that includes financial incentive strategy to reward
communities for health improvement

Connect CBOs and healthcare providers through the Prevention Service Initiative (PSI)

Promote use of ValuBased Insurance Designs thatentivize healthy choices by engaging employersodimelrs

Provide transparency on cost and quality by creating a pstdicecard and deployingpbnsumer experience survey

Develop informed and actively participating consumers for health reform

Execute stakeholder engagement to support data analytics and deploy HIT tools that eogsgmers

All payers in CT use financial incentives to reward improved gaalityeduced cost: including the launchtbk
MedicaidPerson Centered Medical Home+ (PCMH+)

Recommend atatewide multipayer core quality measure set for urevaluebased payment models to promote
quality measuralignment

Support data analytics and deploy HIT tools, includimyliéi-payersolution for the extraction, integration, and
reporting ofeCQMs

Community & Clinical Integration Program (CCIP): Préeatmical assistance & awards to PCMidtticipating
entities to achievéest practice standards in: comprehensive care management; hegliityimprovement; &
behavioral healtlintegration

Advanced Medical Home (AMH) Program: Provide suppqutitoarycare practices, within PCMHparticipating
entities, that are notedical homes, to becom&MHs

Promote use of CHWSs through technical assistance, resource development, and policy recommendations

Convene providers for peg¢o-peer learning (PCMH+ and CCIP collaboratives)

Establish shared healihformation exchange (HIEerviceqincluding alerts, longitudinal health record, image
exchange, immunization system, and more)

Establish Core Data Analytics Soluf{@DAS) and enable the use of eCQMs in vahsed payment

7| Page




In addition to the Driver Diagram, and erder to enhance focus, coordination and alignmaatoss the
various SIM work streams, five priority areas have been selected from our list of aims:

1. Individuals with Complex Health Needs

2. Diabetes: prevention and control

3. Hypertension (HTN): prevention and control
4. Asthma

5. Depression

The following tableutlines how major SIM work streams contribute to impacting our goals around these
five priority areas. Please note that this is an iterative document that may change after further vetting
with SIM councils.
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EXHIBIR: ALIGNMENT GRID AROUND ARYORM AIMS

Individuais

with Complex
Health Needs

Diabetes:
prevention and
contral

Hypertension
(HTN):
prevention and
control

Asthma

Depression

WVALUE BASED
PAYMENT

Commercial S5P &
Medicaid PCMH+
Scorecard

Readmission
payment measure

A1C control (NOF
0058) measure as
core reporting
(short term) and
payment (long
term) measure *

HTM control (NQF
0018) measure as
reporting (short
term) and payment
{long term)
measure =

Asthma
Hospital /ED
admission measure
as payment
measure *

Depression
remission &
progress (NOF
0710, 1BB5) as
reporting (short
term) and payment
(long term)
MEasure

Community &
Clinical
Integration
Program

Standard 1:
comprehensive
care
management

Standard 2:
Health Equity
Interventicn
focused on
diabetes, HTN,
or asthma

Standard 2:
Health Equity
Intervention:
diabetes, HTN,
or asthma

Standard 2:
Health Equity
Intervention:
diabetes, HTN,
or asthma

Standard 3:
Behavioral
health
integration into
primary care,
focus on PHO-9

CARE DELIVERY

REFORM

Advanced
Medical Home P::m H+
Program elements

Employ a care
Foundational coqrdlnaturf
PCMH skills ~ Cooen CATE

coordination

activities
Foundational Foundational
PCMWH skills PCMH skills
Foundational Foundational
PCMH skills PCMH skills
Foundational Foundational
PCMWH skills PCMH skills
Depression

I Promaote

screening is a X I
new critical unn.rers.'a
JE— screenings

Community
Health Worker
Initiative

Enable CHW
workforce that
can integrate
into care teams

Ensure CHW
workforce that
can do diabetes
prevention and
control

Ensure CHW
workforce that
can identify
undiagnosed
HTM and do
HTMN control
activities
Ensure CHW
workforce that
can do home
asthma
assessments

Enable CHW
workforce that
can integrate
into care teams

CONSUMER
EMPOWERMENT

Value Based
Insurance Design

Recommended:
Complex case
management
program

Recommended:
Obesity
screenings, chronic
disease
management

Recommended:
Blood pressure
screenings, chronic
disease
management, anti-
hypertensives, ACE
inhibitors

Recommended:
chronic disease
management

Recommended:
mental health
SCTeenings, anti-
depressants

Community
Measures
(2018B)

Obesity
incidence/
prevalence &
up-stream
indicators

Ohbesity
incidence/
prevalence &
up-stream
indicatars

]

POPULATION

HEALTH

Prevention
Service
Centers (2018)

Include
diabetes
preventicn,
pre-diabetic
identification

Include HTN
prevention,
undiagnosed
HTM
identification

Include
asthma
triggers
assessments

Health
Enhancement
Communities
(2019)

TED

TED

TED

TED

TED

HEALTH
IT

HIE/ADT/
eCOMs

Providers hawve
access to
comprehensive
info about
patients (eg
ADTs); enable
referral ffu

Enable use of
clinical data to
track AIC
control & act
on data

Enable use of
clinical data to
track HTHN
control & act
on data

Enable use of
clinical data to
track
depression
remission
control & act
on data;
enable referral
filu

HIT: Other
(mobile apps.
EHR 5aas,
Care Analyzer)

Care Analyzer
allows
identification
of individuals
with complex
health needs

Maobile apps
focus on
diabetes
management
& sharing info
with provider

Maobile apps
focus on HTM
management
& sharing HTN
info with
provider

Maobile apps
focus on
asthma
management
& sharing info
with provider

EHR 3aas
enables
behavioral
health
providers to
connect to
primary care

#In addition to process-oriented claims measures already adopted by most commercial payers and Medicaid (e.g., diabetes eye exam, medication management for people with asthma, etc.)
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4. Master Timeline

The following Master Timeline provides an overview of the rollout of SIM components o\tbreke/ear
performance periodThisismeantto serveasahigh level guide. More detailed and complete operational
components can be found fBection C. Detailed SIM Operational Work Plans by Driver.

The SIM test grant funds activities from February 201®éxember 312019. Are-implementation
period (PIP¥rom Februar2015to Septembei30,2016is not includedin the Master Timeline During the
PIP additional planning details were developed, councils were establishedgebrad implementation
activitiestook place.Thetimeline focuseson the three performanceyearsof the grant:

wThe firstaward year (AY1) (pfienplementation year) ran from Februaty 205 ¢ September 29,
2016

wThe second award year (AY2) ran frOctober 1, 201€ Januan31, 2018

wThethird award yeat(AY3) runs fromFebruaryl, 2018 ¢ January31, 200

wThefourth awardyear @Y4) runs fromFebruaryl, 2010 ¢ January31,2020

The reforms in the Connecticut SIM are intended to be transformative and sustainable peesit thient
period. Therefore, many metrics have a goal set beythedest granperiod. Please see the last section:
Sustainability Plan, for more information on a framework for sustainability.
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CCIR, TA and PCMH+ Pop Health Plan

Health IT AM

EXHIBIB: MASTER TIMELINE GANTT CHARAWAIRDYEARS 2018020

Master Timeline Gantt Chart for Performance Yeafs 62020

e AY2 AY3 AY4  Milestone/
SIM Component/Projecirea 2 Lead DueDate
S ‘123412341234

Identify funding options & federaluthority to supportPSiandHECSs DPH/PMO 9/30/2018
Conduct statewide scan identifyentitiesthat can provide preventioservices Y DPH - 1/31/2017
Establish community healtmprovementmeasuresand integrate into model(s) DPH/PMO - 4/30/2018
DesigrPrevention Service Initiative (PSI) Y DPH/PMO ] 9/30/2017
Prevention Service Initiative implementation DPH/PMO _ AY3, Q1
Develop detailed design ansignationstandard forHECs DPH/PMO P Av, Q4
Implement HECs DPH/PMO P 112019
Develop & executerovider contractsvith common performanceneasures Y DSSMercer . AY2Q1
Go live with Wavé(1/1/2017) Y DSSMercer [ | AY2 Q2
Update performance measures aS8&Requirements DSSMercer . AY2Q3
Develop Wavél RFP for providesntry Y DSSMercer . AY2, Q3
Go live with Wave Il (4/2018) DSS . AY3, Q1
Underservice monitoring Y DSSMercer P underservice reviews performed for each wave
Coordinate evaluation, data monitorinand contract monitoring Y DSSMercer e contracts in compliance, evaluation complete
Enroll Advanced Networks (ANs) and FQHCs for Wave 1 Y MS, JL, FD . AY2, Q1
Wavel: Provide transformation support for Wave 1 participating entities Y MS,JL, FD ] AY2, Q1
Enroll ANs and FQHCs for Wave Il MS, JL, FD - AY3, Q1
Wave 2: Provide transformation support for Wave 2 participating entities MS, JL, FD P Avs, Q1

' Complete evaluation report MS, JL, FD P A4, Q4
CCIP Awards WaveCore transformation activities Y MS,JL, FD _ AY2, Q2
CCIP Awards Wave Tore transformation activities MS, JL, FD [ AY3, Q1
Enroll primary cee practices from ANs for Wave | Y SS - AY2, Q1
Wave 1: Provide transformation support Y SS - AY2, Q1
HIE and eCQM Design Groups Y HITO e AY2, Q4
CDASPayer and employer engagement & Providata submission HITO _ AY3
Governance established HITO - AY3
Technical infrastructure for CDAS and shared HIE services established HITO [ AY3
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VBID

CAB

QMA

Scorecard

Evaluation

Master Timeline Gantt Chart for Performance Yeafxsl6-2020

SIM Component/ProjecArea

Wave 1 HIE shared services deployed

Wave 2 HiBhared services deployed

Recommend and launch VBID products

Periodic update of VBID templates, with seannhual consortium meetings
Provide targeted technical assistanceQonnecticut employers

Work with commercial market and AHCT to encourage VBID adoption
Develop tools and types of communication forums

Conduct issu@riven forums, focus groups, and listening sessions

Conduct outreach and provide education to consumers, CBOs, stakeholders
Develop CHW policy framework

Engage stakeholders to promote CHW integration and employment

Provide technical assistance to CCIP PEs to ensure effective integration
Initiate identification and development of CHW apprenticeships

Core quality measure set approved

Promote voluntary adoption across payers of core set for usBiR contracts
Payers begin to incorporate measures into VBP contracts

DSS HIT/analytics design and programming for guager performance analytics
Publish first online scorecard

Quality Councils rolls out plan for consumer education and access to scorece
Review performance analytics and measures and make periodic changes
Assess and deploy other capabilities or broaden scope (e.g., specialists, hosj
Produce pace dashboards and quarterly cqstlity, outcomes dashboard
Physician survey

Rapid Response Team: ad hoc team reviews dashboard data as issues arise
CAHPS: Identifgttributed members, sampling frame

CAHPS: Conduct care experience survey

CAHPS: Analysis & reporting of results to health plans for SSP calculations
CAHPS: Establishrvey fee collection procedures and collect fees

Complete

<

Y

< < <=

Lead

HITO

HITO
osC

0osC

osC

0osC
PMO, CAB
PMO, CAB
PMO, CAB
SWAHEC
SWAHEC
SWAHEC
SWAHEC
MS, FD
MS, FD
MS, FD
MS, FD
MS, FD
MS, FD
MS, FD
MS, FD
RA

RA

RA

PC, MS
PC, MS
PC, MS
PC, MS

AY2 AY3 AY4  Milestone/

DueDate
M23412341234

AY3
| AY2, Q1

e
[
P 84% of commercially insured pop. In a VBID plan
| AY2, Q1
P 6 events held in AY3
I 90 consumers engaged in events AY3
] AY2, Q4
P 6 ANS/FQHCs with CHWS integrated AY3
B A2, 03

B Ao
| AY2, Q1
P 75% alignment across health plans
B 12, Q1

] AY3, Q4
B Avos
e AY4, Q2
P 25 measures publically reported AY3
P 45 new measures recommended AY3
P Quarterly dashboards released
P Av4, Q4
P Ad hoc team meetings held
| B B Annual
i B

Annual

0
R
O

AY4, Q4
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Master Timeline: Unidentifieédcronyms

AHCT: Access Health CT (insurance marketplace)

AMH: Advanced Medical Home program

AS:  Amy Smart

CAB: Consumerdvisory Board consumer engagement efforts
CAHPSConsumer Assessment of Healthcare Providers & Systems (consumer survey)
CCIP: Community & Clinical Integration Program

CDAS: Core Data Analytics Solution

CHW: Community Health Worker work stream

DPH: Department of Public Health

DSS: Department of Social Services

eCQM:Electronic Clinical Quality Measures

FD:  Faina Dookh

HEC: Health Enhancement Communities

HIE: Health Information Exchange

HIT: Health Information Technology

HITO: Health Informatian Technology Officer (Allan Hackney)
HPA: Health Program Associate

JL: Jenna Lupi

MG: Mario Garcia

MS:  Mark Schaefer

OSC: Office of the State Comptroller

PC: Paul Cleary, Yale

PCMH+: Patient Centered Medical Home Plus

PMO: State Innovation Model Bgram Management Office
PSI:  Prevention Service Initiative

QMA: Quality Measure Alignment

RA:  Robert Aseltine, UConn

RFP: Request for Proposals

SS:  ShiuYu Schiller

SSP: Shared Savings Program

SWAHEC: Southwest Area Health Education Center

TA:  Technical Assistance

VBID: Valuebased Insurance Design

VBP: Valuebased payment
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B. General SIM Policy and Operational
Areas

Thesectionsthat follow provide detailed information on specific operat@rcomponents oBIM:

1. SIM Governance
a. Management Structureand Decisioamaking Authority
b. Leveraging Regulatory Authority
c. Stakeholder Engagement
2. Health Care Delivery System Transformation Plan
a. CareDelivery Modelsand Paymat Models
Quality MeasureAlignment
Plan for ImprovingPopulation Health
Health Information Technology
Workforce CapacityCommunity Health Workers
. Consumer Empowerment
3. SIM Alignment with State and Federal Initiatives (relevant to SIM)
a. CMMI
b. CDC, ONC, HRSA
c. State Initiatives

®ooo

—h
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1. SIM Governance

a. Management Structurand DecisioiMaking Authority
/| 2yySOGAOdziQa {La A& o06SAy3a AYLX SYSY(GSR ¢ATh&K |
Lieutenant Governor provides overall leadership and oversight for SIM. SIM initert@/esingexecuted
in collaboration with multiple agencies and organizations incluied®SS, DPH, OSC, AHCT and UConn
Health. The SIM PMO, within the OHA, is leadingniipdementation. The PMO coordinates activities
across work streams, oversees the evéilug engagestakeholders, managegendors,executescare
deliveryreforminitiatives,andcommunicategrogresgo the public.

The PMO has engaged more thar® Ksakeholders through a number of advisory work gratpsfocus

on particular components o8IM such as health information technology, quatityasurement, and
practice transformation. These work groups are comprised of consumers, empltyaithcare
providers, community organizations, and subject matter experts. Our Model Test also inttledes
participationof allfive of / 2 y Yy S Orajo@daim@raialpayers Medicareand Medicaid.Work groups
will inform the Healthcare Innovation Steering Commitfeehich will provide key guidance and
recommendationgegardingSIMinitiatives. Our worlgroups are supported by the SIM PMO and partner
agencies.

CT has established a workgroup and committee structure that includes a broad ratgjeetibldersvith
direct and ongoing involvement in SIM design, implementationesatuation.

This engagementmicture includes the following committees and watoups:

Healthcare Innovation Steerir@ommittee(HISC)
Program Management Offig@MO)
Consumer Advisory Boa(@AB)
Healthcare CabindHCC)
State Health IT Advisory Council (Healt@dTincil)
SIMworkgroups:
a. Practice Transformatiomaskforce
QualityCouncil
Equity and AccegSouncil
CHW Advisory Committee (led by UConn HeakiEC)
Employer VBID Consortium (led by Office of the STat@ptroller)
f. Population Health Qmcil (led by Department of Pubktealth)
7. Medical Assistance Program Oversight Couaik Management Committee (advisory to the
Department of Soci&8ervices)

ogakwheE

®oo o

15| Page
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http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;Q=334888&amp;ohriNav=%7C
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=333602&amp;ohriNav=%7C
http://portal.ct.gov/hcc/
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335320
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335322
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=335326
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336080
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336076
http://www.healthreform.ct.gov/ohri/cwp/view.asp?a=2765&amp;q=336150
https://www.cga.ct.gov/med/comm1.asp?sYear=2016
https://www.cga.ct.gov/med/comm1.asp?sYear=2016

EXHIBI®: SIM WORKGROUP/ COMMITSBRUCTURE
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SIM KEY WORK STREAM, LEAD, AND RELEVANT COMMITTEE

SIM DRIVER LEAD IMPLEMENTER RELEVANT COMMITTEES WHO LEADS COMMITTEE
PAYMENT REFORM
PCMH+ Department of Social Services Care Managemenfommittee (a sub DSS
(Medicaid) committee of MAPOC)

Council on Medical Assistance Program

Oversight (MAPOC)
Quality measure alignment SIM Office SIM Quality Council SIM Office
TRANSFORM CARE DERY
Community & Clinical Integration Progran| SIM Office SIMPractice Transformation Taskforce  SIM Office
Advanced Medical Home Program SIM Office SIM Practice Transformation Taskforce SIM Office

Community Health Worker Initiative

EMPOWER CONSUMERS
Public Scorecard

Consumer Experience Survey (CAHPS)
Consumer Engagement

ValueBased Insurance Design

POPULATION HEALTH
Prevention Service Centers

HealthEnhancement Communities
HEALTH IT

ALERTS, ECQMS, HIE
EVALUATION

OTHER

Overall SIMyuidance

Equity And AccessUnderservice

SIM Office with UConn Health
(with AHEC)

SIM Office with UConn Health
(evaluation)

SIM Office/ Consumer Advisory

Board with contractor
SIM Office with Office of State
Comptroller

Department of Public Health
(DPH) with SIM Office

UConn Health (evaluation)

SIM Community Health Worker Council

SIM Quiality Council

Consumer Advisory Board

VBID Consortium

SIM Population Health Council

HIT Council
N/a
{La {GSSNAY3I [/ 2YYA

Healthcare Innovation Steering
Committee)
SIM Equity & Access Council

SIMOffice with UConn Health
(AHEC)

SIM Officewith Evaluation
team

Consumer Advisory Board

SIM Office, with OSC and
consultant

DPH with SIM Office

HIT PMO
N/a

SIM Office

SIM Office
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1. Healthcare InnovatiorSteering Committe¢HISC)

The HISC is chaired by Lieutenant Governor and serves as the key advisory bodydésgnthml
implementation of the SIM, while addressing key strategic, policy, and programmatic concerns
Participants include private foundatis; consumer advocates; representatiwéshospitals, Advanced
Networks, home health, physicians and APRNSs; health plangngpidyers. Additionalljthe OPM and
the/ 2 Y LJi N@fica® iNdudedaswell asline agencyCommissionersvith responsibiliy for public
health,Medicaid,behaviorahealth,healthinsuranceexchange APCDandchildwelfare.

2. Program Management Office (PMO)

EffectiveFebruaryl, 2018, the SIM PM@ consolidated withinhe Office of Health Strategy (OHS). The

SIM PMQ@sresponsible for administering the Connecticut SIM Grant. The PMO will be accountable for the
conduct of specific SIM initiatives and will work closely with state agencies and stakeholddrsidhat
accountability for components of the plan. The PMO withomnicate SIM progress to the pubdiod

state government, engage with stakeholders, and provide staff support to SIM. The PMO can@éies

Core Team comprised of representatives from the HIT PMO, DSS, DPH, OSC, OPM, APCD, OPM, DMHAS,
Consumer Advisorydard, and the UConn Health evaluation team. The SIM Core Team supports overall
program managemerdnd coordination amongst the various leatities.

3. Consumer Advisory Board (CAB)

The CAB igdndependent advisory board that providadvice anduidane directly to theHISGon which

it has a seat) and the PMO. The CAB is raaialyethnically diverse, with members involved in advocacy

and community development, heallervices, and housing. The CAB is the main vehicle gotregnance

structure to easure community an®2 y a dzY SNJ Sy 3 3SYSy (i & ¢ KtSadiotateQd YA &
for andfacilitate strongpublicand consumer input to inform policy and operational decisions on health

care reform irConnecticut.

4. Health Care Cabinet

| 2 Yy S OHeulthamie Cabinet was established in 2011 to advise Governor Dannel P. amalloy
Lieutenant Governor Nancy Wyman on issues related to implementation of federal health eafdrtine
development of an integrated healthcare system for the state. The Calsirehaired by the Lieutenant
Governor and includes nine staagenciesOther representatives are appointed by legislataadership
The Healthcare Cabinet is charged with improving the physical, mental ametalthl ofall stateresidents
while reducinghealthdisparitiesby maximizinghe & (i I @v8r@gingapacityand making the best use of
public and privat@pportunities.

5. State Health Information Technology Advisory Council (Health IT Council)

In 2015 the HealthIT CouncilwascreatedthroughPublicAct15-146. ¢ KS O 2 dzy O isfo @QdviselLJdzNI.J2 &
on: (1) developing priorities and policy recommendationg I R@I yOS GKS aidl iSQa K
technology and health information goals; (2) devedmpol implement the statewide health informata

technology plan, data and technology standards, thedstatewide health information exchange; and (3)

develop appropriate governance, oversigiatd accountability measures to ensure success in achieving

GKS adlidSQa 1 L¢ |y Rcthd7pPmadeatiolsicdanged to/requiremeats foealttzo £ A O
ITincludng: (1)designation of a Health Information Technology Officer (HITO) by the Lieutenant Governor,

(2) transferwarious responsibilities from DSS Commissioner to the HITO; and (Zdatitisnal members

to thestate Health IT Advisory Councila&Agsult of P.A. 187 and the onboarding of a HITO, the advisory

process for P.A. 187 and thdormer SIM HIT Council have been consolidated under the He&tbuidcil.
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6. Medical Assistanc@rogram Oversight Council (MAPOC) Care Management Committee

CT law established the Medical Assistance Program Oversight Council (MAPOIepasddtiee oversight
body for the Connecticut Medicaid/CHIPprograms. The MAPOCIeadership designated the Care
Management Committee of the MAPOC to review and comment on each aspect of the detsign of
PCMH+ program, including the establishment of consumer protections and implemerdativities.
Committee membership was supplemented by members of the Steerimgniitee and CAB.
Additionally, MAPOC has designated up to two members to participate in each SIM work grdbe and
SteeringCommittee.

7. SIM Workgroups

Six workgroups ensure that the necessary stakeholders and technical experts are comtimgagcand
actively involved in the implementation of the SIM grant. There are four broad categofries
representation on these workgroups: consumer/advocate, payer, provider, and state agerey.
workgroups participate in detailed planning, and provide ovetsigihoss a range afeas.

When necessary, work groups establish design groups to consider special issuesrayatjtadditional
external stakeholders who may have the expertise and knowledge necessary to timoptanning.For
the meeting schedule, nmiutes, and workgroup membership and chartecfck here

a. Practice Transformation Task Force (PTTF)

The PTTRrovides guidance on SIM and broader care dejiveeform efforts, including
recommendng the AdvancedMedicalHomedesign andtandards and the Community & Clinical
Integration Program design and standard$ie PTTF has establisledigngroups with expert
consultation in the areas of health equibghavioral health, and oral health.

b. Quality Council

¢KS vdzr ftAGe /2dzyOAf Qa NRES Aa G2 NBO2YYSYyR
encouragedo use to assess the quality of services delivered under-hadeel payment
arrangements. As needed, the MAPOC Care Management Committee will recommend
supplemental measures that addrabe needs of the Medicaigdrogram. Theouncilwill reassess

the coremeasureseton aregularbasisto identify gapsto incorporate new national measures as

they become available, and to keep pace with changes in technafayglinicalpractice.The

council also advises dhe developmentof a public scorecard.

c. Equity and Access Council

¢t KAa O2dzy OAf QraconMaridaionsita prdie2t agéihst dar-service angatient
selection as value based payment reforms are implemented. The council, along with design
groups, has recommended retrospective and concur@mlytic methods to ensure safety,
access to providers and appropriate services, andni the risk ofinder- provision of requisite

care. They have released tiieport of the Equity and Access CouoriSafeguarding Against
UnderService and Patient Selection in the Context of Shared S&adggentArrangements

d. Community Health WorkefCHW)Advisory Committee

The CHW Committee develpecommendations with respect to the training, promotion,
utilization and certification of CHWs. They will also advise on a framework for sustainable
payment models foEHWs The Committee will examine critical issues for employers with regard
to hiring, supervising and technical support of CHWSs.
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e. Employerled ValueBased Insurance Design (VBID) Consortium (supported bpHé

The VBID Consortium provides advice and guidance oasp#icts of the VBID initiativio
encourage the uptake &BID benefiplans throughout the state. The Consortium has developed
and continues talevelop recommendations to the HISC with respect to the promotion and
adoption of VBIDmodelsfor useby selfinsuredemployers fully insuredemployersand private
andpublichealthinsurance exchanges. To date, the Consortium advised on VBID prototypes and
an implementation guide for employers.

f. Population Health Counc{supported by theDPH

The Population Health Council is responsible for providing advice regarding the preeakoof

the Population Health Plan. The Council will develop a vision for improving Population Health in
the context of payment, insurance and practice reforms, and community integration and
innovation. The Councilwill also leverage existing resourcaad will build on the framework
established in the Statdealth Improvement Coalition to advance population health planning and
establish a long term publialth strategy.

b. Leveraging Regulatory Authority

Connecticut has demonstrated thihis committedto using legislative and regulatory authotitysupport
healthcare delivery and payment reform

For examplethe SIMCHW Advisory Committee worked diligentiyer 2016to identify the elements
necessary to build the infrastructure for the CHW workfarc€T. As a result, the Committee developed

a definition, a scope of work (following the C3 Project guidelines) and the guidelines fdcatotif of

CHWs. InJune @017, Public Act174,a! vy 1 OG0 [/ 2y OSNYy Ay 3 /| Midfiedttied @ | S|
definition for CHWSs and thieroles and responsibilitied he statute additionallgreates the charge for the

SIM Office to continue working with the CHW Advisory Committee and®&iplete a feasibility study

for certification of CHW by October 1, B 1This study shall include requirements for certification and
renewal of certification of community health workers, including any training, experience or continuing
education requirements, (2) methods for administering a certification program, includiegtification
application, a standardized assessment of experience, knowledge and skills, and an electronic registry,
and (3) requirements for recognizing training program curricula that are sufficient to satisfy the
requirements of certification.

Additionally, h May of 2016 the state enacted Public Act7I8 6An Act Concerning Patient Notices,
Designation of a Health Information Technology Officer, Assets Purchased for theA&iatdHealth
Information Exchange and Membership of the State Heldformation Technology Advisory Couril.

This act makes various changes to requirements for health information technology, hospitals, health
systems, and health carriers enacted in PA146. Changes about the health information technology
include (1) deignation ofa Health Information Technology Officer (HITO) by the Lieutenant Governor, (2)
transfers various responsibilities from DSS Commissioner to the HITO; and (3) adds additional members
to the state Health IT Advisory Council.

Finally, anew Officeof Health Strategy (OHS) was establisheth@2017 legislative sessioto bring
I 2y ySOGAOdzi Qa KSIFf KO NB. OIS Wibettdf aligrepMiningeffdRsS Mdi® vy S dzY
duplication of work, streamline efforts to improve healthcare ac@ssreduce costs over the long term
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and enable the use of data to drive health stratedyore information is located in the section,
G{dAadlIAylFroAtAde tftl yodé

The SIM PMO, through the OHS, plans on examining potential legislative options for AY3 thaluday inc

I Value based insurance design

1 Regulatory approaches to address unit cost inflation

1 Pharmacy costs (as part of Healthcare Cabinet process)

1 Enablers of primary care payment reform, including options for increasing the magnitude of
investments in primey care

1 Community benefits

1 Telehealth

These issue areas will be examined over the coming weeks and months with a broad set of stakeholders.

c. Stakeholder Engagement

Our governance and work group structure, described in the previous section, is one mintagy
methods for engaging and empowering a broad array of stakeholders and formsthketolder
involvement across a variety dfterests. SIM is engagingmore than 150 stakeholdersthrough our
advisorygroups alone.

/ ¢ Q acodtinues toensure tranparency and the availability of information throughout the test period.
The state maintains itwebsitededicatedo disbursing information about SIM work group meetings, and
othercritical news.Meetingswill continue to be public, with a public comment period designatetthet
beginning A dedicated email addressih@ct.goyis also available anstaffed to ensurea consistent
feedback avenue.

Other engagement methods include a SIM News electronic distribution strategy, monthly work stream
updates, onferences, forums, learningpllaboratives, dissemination of information tailored to specific
stakeholders (e.qg., reports, data, etand presentations.

Refer to our SIM Stakeholder Engagement Pléor more information on our engagememians The
followingtable outlinesthe mainengagemenmethodswe aimto utilize duringthe testingphase.

Stakeholders engaged through SIM have baemitical part of healtbarereform efforts in the state. As
we fully ramp up the implementation phase of SI¥gkeholder engagement will continuerfinitiatives
such as PCMH+ to enswentinued input andsupportfrom the consumer and provider communities.
The continuous input of our stakeholders wiilitigate the risk of additionaldelays
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EXHIBI': STAKEHOLDER ENGAGEMENT METHODS DURINGHIHESW

Stakeholder

Inform

EngagemenMethod

Consult &lnvolve

Engage &Empower

Government
Stakeholders CT SIMvebsite

MOAs, Cordeam

Internal CoreTeammeetings
with the PMO

Community T Community 1Q & As viasim@ct.gov T ConsumeAdvisory
and Presentations 9 Care Experience Board
Consumer  { Disseminate quality  { Survey Public 1 AnnualEmployer
Stakeholders, andcost information Comment Conference
Employers 1 CT SIMvebsite 1VBID
Collaborative

Payers CT SlIMvebsite Emailcorrespondence Individualand groupmeetings
Providers )

TCT Sivebsite 9 ProviderSurvey & TAMH

1 Reportsabout 1 CCIP

quality andcost
9 AMH curriculum
TCCIP TA

1Q & /s viasim@ct.gov
9 Forums

9 CHW annuatonference
9 PublicComment

9 LearningCollaboratives
including for PCMH+

9 TargetedTechnical
Assistance

PublicSIM meetings:

9 Steering Committee

{ Health InformationTech
Council

9 Practice Transformation
TaskForce

9 Consumer Advisorgoard

1 QualityCouncil

9 Equity andAccess Council

9 Population HealtfCouncil

9 HealthcareCabinet{HCC)

9 CHWCommittee

9 VBIDConsortium

TMAPOC

I MAPOC; Care
Management Committee
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2. Health Care Delivery System Transformation Plan

a. CareDelivery Models and Payment Models

ConnecticutSIMhas launched two progrants provide technicahssistanceonsite support, and direct
funding to assishealthcare providergn masteringhese capabilities:

1. Community and Clinical Integration Program (CCHpvides 15 months otechnical assistance,
learning collaborative sumpt and CCIP Transformation Awarsis that Advanced Networks and
FQHCs achiev@Mdeveloped care delivery standards. These standards focasmprehensive
care management, health equjtyand behavioral health integrationCommunity Health
Collaborativesvill bring together clinical and community stakeholders to develop consensus
protocolsfor coordinated care and communitinkages.

2. Advanced Medical Home Program (AMHProvides a guided program with webinars amesite
support to practices that do not hae patientcentered medical home status achieve NCQA
PCMH recognition.

We recognize the barriers that historic provider reimbursement models place on the ability of healthcare

providers and organizations to invest in and sustain these care delivery model capakibtisequently

a core strategy Connecticut has adoptedoishift from paying forvolumé ¢ ¥SS T2 NJ A SNIWA OS¢ 0

value.Valuebased payment rewards provision of care thdtigherquality and lowercost.We align our

care delivery support programs with these alternative payment models. We do thisrgyiimatargeting

2dzNJ adzLIL2 NIia (2 awhRidrey OSR b

independent practice associations, large medical

groups, clinically integrated networkand integrated

ValueBased delivery systemorganizationsthat have entered into
Payment Shared Savings Program (SSP)rrangements with at
Reform least one payelrThese providerbavestrongincentives

to perform well on quality measuresand improve the

overall efficiency and effectiveness of patient care

processes.

Connecticut haapproximately 18&ccountable care organizatiofaso calledAdvanced Networkswho
participate ind / I (i S BBmBangengents witiViedicareand/or commercial payer(s). In the past two
years, considerable market consolidation has resultehiastimated85%o0f/ ¢ RXGP€mployedby or
affiliatedwith a providerorganizatiorthat is participatingin at least one SSP contract, and this percentage
is growing.This is up from an estimated @%5% during our first award year.

As part of SIMthe Department of Social Servic3SShas launchedhe MedicaidPCMH+SSP initiative.
CKA& YySg Y2RSt 0 dzhf Raér-peffofmainckPEMHEdtile it hasagealcdadedhel: &
advancemenbf primary carein Connecticutand hascontributed to gains in quality performance and
reductions in total cost of car

We intend to implement thiglignedstrategy in three waves, two of which will occur during the test grant.
The first wave oPCMH+, CClechnical assistance and transformation awalaisnched on 1/1/2017.
Over the course of five years, our goal is that 89% of Medioaithbersreceive their care from PCMH+
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providers We also aim to havmore than 1,30(roviders in 12 Advanced Networks and 15 FQIGC4$R)
and151primary care practiceAMH)undergo a tranformation program to improve care delivery.

137,037 (18%) of Connecticut Medicaid members are currently being served in a Category 3A Alternative
Payment Model (APM) under PCMHAdditionally, Connecticut Medicaid is serving 146,510 (19%) of
Connecticut Mdicaid members in a Category 2C APM through-QRC primary care practices under

the PCMH progranThis brings us to a total of 283,547 (37%) of Connecticut Medicaid members currently
being served in an APM.

Strengthening Healthcare Delivery

Both the CCP and AMH programaim to provide the necessary resources and supports to healthcare
providers so that they can enter and succeed in new alternative payment models, including PCMH+.

CCIP

CCIP supports accountable healthcare organizations transform cahe atetwork, or organizational,
level. This means that we work with the healthcare organization leadership and quality improvement staff
to help them disseminate best practices and reduce variation in performance across their practice sites.

The programsg structured around a set of Slteveloped CCIP standards recommended by the Practice
CNF YATF2NXYIFGAZ2Y ¢Fa]l]F2NOSe® ¢KSasS aidlyRINRa FfAIy ¢
healthcare landscapand the SIM aimswith focus on:

1. Comprehensivecare management: Identifying and managingthe care of individuals with
complexhealthcareneeds,ncludingusing multidisciplinary comprehensive care teams.

2. Healthequity improvement: Continuoushealth equity gap improvementhrough data analysis,
deploying Community Health Workers (CHWSs), and targeted health equity pilots.

3. Behavioral health integratiaridentifyingindividuals withunmet behavioral health needs in the
primary care setting andddressing theeed.

4. EConsultsElectronically consulting a specialist prior to referring them for augent care
Visit.

5. ComprehensivéedicationManagementDeploying aomprehensive personalized medication
management plansupported by close collaboration betwepharmacistsand ghysicians

6. Oral Health IntegrationRoutinely perform oral health assessments with recommendations for
prevention, treatment and referral to a dentabme.

CCIP Participating Entities recetig@ehnical assistan¢ceesourcesand guidance from Si¥unded sibject-
matter experts. They will also participate in a learning collaborative to stipeer-based learning.

Additionally, they are eligible to apply for CCIP Transformation Awards to support their achievement of
the standardsProposed allowable costs manclude:

1 Redesigning internal clinical workflows and staff training to implement new workflows
1 Contractors or staff to facilitate and support meeting CCIP standards

1 Temporary funding for additional employed or contracted staff, such as CHWSs.

1 Subcontracts to support new clinical processes.
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9 Health information technology and analytics to support the use of electronic clinical quality
measures, health risk stratification, predictive modeling, data sharing, care management,
decisionsupports, subpopulation performance analysis, and other.

1 Costs associated with the tracking and analysis of measures outside of the PCMH+ setasure

To align CCIP with our vatbased payment efforts, only Advanced Networks and FQHCs that participate

in PCMH+Wehave excluded providerdready receiving transformation support (i.e., through TCPI.PTN)

In AY2, we intend textend CCIP technical assistance and awards to TCPI participants for CCIP standards
that are not covered under TCiAkludingthe health equitystandard andelements pertaining tacCHW
integration. The combined effectof the PCMH+required elements and the CCIPstandardsis to
strengthenthe capabilitiesof our increasingly accountable provider community with an emphasis on care
coordination, tearmbased care, health equity, social determinant risks, community integration,
community health workesupports, behavioral health integration, and the care of speupllations.
Although PCMH+ targets the Medicaid population, CCIP is aimed at increasing the health outcomes at
lower costs foMedicare , Medicaid,andcommerciablanenrollees Bothof the Advanced Networks that
participate in CCIP also have SSP contracts with cooiehpayers and Medicare.

Wave 1 of both PCMH+ and CCIP launched on 1/1/2D4/@. Advanced Networkand oneFedcerally

Qualified Health Centaare currently enrolled in CCIPhese include Community Health Center Inc. which

has 14 locations across the statNortheast Medical Group which represents over 40 primary care
locations across Southern CT, and Value Care Alliance madethgMdrwalk, Danbury, New Milford,
MiddlesexandDNRA FFAY | 2alLAdGlftaz FyR {Gd £+AyOSyiQa aSRAOI

Over the course of théirst performance period for Wave 1, the experience of Participdfimitiesis
actively beingreviewed and the standards may be adjusted. For the Wave 2 PCMH+ procurement,
achievement ofthe CClRstandardsasrevised,will be a condition for all PCMH+Participating Entities,
includingthose entities that were exempt during the fingave.

In order toalign CCIP with our population health efforts, Participating Entities and other clinical and
community providers in a specified regiarge participating in Community Health CollaborativeShese
collaborativesvill develop standardize protocoler linking community resources with clinicarvice
providers to facilitate more efficient coordination.

More comprehensive information on CCIP can be fountd&r&CIP Repgrand on oumvebsite
AMH

The AMH programims to increase the number pfimary care practice sites within Advanced Networks
that achieve patientcentered medical home recognition through NC@#&hough many practices have
pursued practice advancement, only about @0nary care physiciaria CT have achieved or maintained
NCQA 2011 medical home standand&e are providing ofsite guided support over a 15 month period to
help practice sites transform their care and apply for NCQA recognition.

The NCQA patiertenteredmedical home standards focus on patier@ntered access, teatnased care,
population health management, care management and support, care coordination and care transitions,
and performance measurement and quality improvement. The Practice Transformadii Horce
recommended specific emphasis on some of the elements within these standards to underscore health
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equity and patierdcentered careThe AMH program also brings in subjettter experts who focus on
the patient and care team satisfactiofor a @l list of AMH standards, criteria, and elemertiéck here

Since the PCMH+ program curreritigs a prerequisite that a practice has to be a recognized patient
centered medical home to be eligible for shared savings, the AMH program increases the number of
practiceghat can enrolin PCMH+The PMO has recruited a total of 153 practices. To d&8eractices

have already received NCQA Level 2 or 3 PCMH recognition. The rest continue to receive transformation
services.

Due to declining enroliment, the AMH Program will complete the technical assistance pnittedsse
practices enrolled durindward Year 2, but will not recruit additional practices. Resources allocated for
the AMH Program tsupport othercare deliveryand population health refornefforts. This includes
supporting the Health Enhancement Community initiative planning effortseapending direct support

to FQHCs in the Community & Clinical Integration Program.

Practice Transformation Coordination Efforts

We coordinate our efforts with other practice transformation investments occurring in Connecticut. For
instance three entites' in the state were selected to be Practice Transformation Networks (PTNs) as part

of the CMS Transforming Clinical Practice Imitative (TCPI). The SIM PMO has corresponded both with CMS
and the PTNs to develop protocols to reduce practice change faéigdeduplication. For example, PTN
participating practices are ineligible to participateduplicativeCCIRechnical assistance activities

We also coordinate with the DSS PCMH program, which provides enhanced rates and free, multi
disciplinary practicéransformation support to primary care practices that are working towards or have
achieved patiententered medical home recognition. The AMH vendor works with PCMH staff to ensure
that AMH participants can also apply to receive enhanced rates.

PromotingvalueBased Payment Models

Our SIM program continues fmromote multi-payer alignmentaround a common framework fealue
based paymentThat framework is the Medicare Shared Savings Program (MGSPR & FA GBS I NHS A
plans, Medicaid, and the statemployee health plan are implementingalue based payment
arrangementghrough sharedsavinggprograms(SSPjor providerswith sufficientscaleand capabilities
that are broadly aligned with Medicare SSP. To illustrate, Anthenarmasgements withmore than
fifteen AdvancedNetworks that cover more than 85% of their contracted primary care physicians.
Maintaining engagement with paydike Anthem will continue to catalyze a broad foundation of primary
care practices in Connecticutadoptpatient-centeredandvaluebasedcaremodels.In addition,aligning
with Medicare, and acrosspayersis critical to reduce the fragmentation consumers and providers
currently experience. Thisa@speciallyimportant asit relatesto the work of the QualityCouncilon quality
measurealignment,whichis critical to improving efficiency, more effectively driving improvement, and
reducing the burden ddSPparticipation onproviders.

We have set a goal of 88% of the Connecticut population obtaining theiffrcamea primary care team
thatisaccountabldor the quality of their care,careexperienceandtotal cost by2020.In order to achieve

I Community Health Center Association of CT (CHCACT) PTN, Southern New England PTN, and Vizient PTN
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this goal, it is necessary to support Medicaid participation in these reforms recognizing that Medicaid
covers approximizly 21% of theConnecticut population.

PersonCentered Medical Home + Program (PCMbPisrview

5{{xX /2yySOGAOdziQa aAry3atsS aidriS aSRAOFIAR | 3Syoesx |
upsideonly shared savings initiatieatitted PCMH+5 { { Q 32+t GgAGK t/alb Aa (2
successful Person Centered Medical Home (PCMH) and Intensive Care Managemanitid@} to

further improve health and satisfaction outcomfes individuals currently being served by FQHCs and
Advanced Networks (e.g., ACOs), both of which have historically provided a significant amount of primary
careto Medicaid members.

PCMH+ was developed and is being implemented by WiSadvice and comment by the Care
Management Committe@he Committeepf the Medical Assistance Program Oversight Council (MAPOC)
in amannerthat is consistentwith the best interests of Medicaid enrolleesndin accordance with the
protocol betweenDSS anthe SIMPMO.

PCMH+amplifies the important work of the Conneatic Medicaid PCMH initiative. Currently, 11
practices (affiliated with 40 sites and 1,65 providers) are participating in the PCMH program, serving
over 358,690members(47%of Medicaidmembers)./ 2 y' y S O KediCaittRCMmodel represents

strong roots 6r PCMH+. PCMH practices have adopted practices and procedures designed to enable
access to care; developed limited, embedded care coordination capacity; become attuned to use of data
to inform responses to their panel members; and also have become ateetd working within a quality
framework. Further, they havdemonstrated year over year improvement on a range of quality measures
and have received high scores on such elements as overall member satisfaction,taccass and
courtesy andespect. See this link for a detailed report on CY2015 quality results:

https://www.cga.ct.gov/med/committees/med1/2017/0913/20170913ATTACH PCMH%20Update.pdf

Notwithstanding, there remain a number of areas in the quality results that illustrate ongoing
opportunities for improvement. These have informed both the care coordination approach and quality
measure framework for PCMH+.

PCMH+ has also enabled DSS to bmggmating its federated, Administrative Services Organizabased

ICM interventions to more locally based care coordination. While the ASO ICM will continue to wrap
around PCMH+ efforts in support of individuals with highly specialized needs (egplématntransgender
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local entities that have the experience and trust basis to effectively serve their communities.

PCMH+ has also been aligned witle SIM CIP, and the CMMI TCPI in which the Community Health
Center Association of Connecticut is participating &T&l. DSS, the SIM PMO and CHCACT have
collaborated to create materials that define, relate and distinguish these complementary strands of work
Plkase see the link below for more detail:

https://www.cga.ct.gov/med/ommittees/med1/2017/0614/20170614ATTACH_Overview%200f%20Pra
ctice%20Transformation%20Supports%20for%20Provider84@@pdated%20June%202017. pdf
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Finally, PCMH+ represents the first ever Connecticut Medicaid use of an-opdyda@pproach. This has
broughtDSS along the curve of valbased payment approaches, which up until this year have focused
exclusively on Category 2C APM rewards for performance.

All elements of PCMH+ model design have heenl as they are refined and revised will tmjiewed
throughan intensivestakeholderengagementanddesignprocesghat is describedbelow. Thisprocess
informedimplementation of Wave |, andill continue through implementation of Wave II.

DSS selected seven FQHCs and two advanced netvi@a®@equesfor Proposalss the inaugural cohort

of PCMH+ParticipatingEntitiesfor Wave |I. The Wave | performance ydaunchedJanuary 1, 2017
focused upon support of 137,037 attributed Medicaid members. Only a small number of individuals opted
out of participationin the time period between receipt of member notice and January 1. Over an 18
month period starting in 201,6DSS worked with CMS and CMMI to obtain approval of state plan
amendment (SPA) authority for the PCMH+ program. Through use of a collaboagtisace advisory
process, approvalf the SPA was timehgceived. DSS also timely settled contracts with all Rigs. All

of these aspects directly mitigated risks (e.g. lack of uptake by providers in the procurement process,
substantial optouts of members, lack of timely SPA approval, lack of timely contract settlement) that
were identified in the early phases of model design.

Underthe aboveSPA authorityPCMH+ Wave 1 PEs are receiving Mediftaided care coordination
payments FQHC®nly) and,on the conditionthat they meetbenchmarksn identified quality measures
(includingmeasuresf underservice), will also receive a portion of any savings that are achié¢@dCs
and AdvancedNetworks).

In light of lengthy delays in enactment of Conde€@ dzil Qa 0 A Sy Yy A I £JuGe®R Z2DHY), DIBWdzf & |
extended the Wave 1 contracts by three months through March 31, 2018 to give assurances and
continuity to the current PEs. Very recent confirmation of budget figures in support of the state
investment in PCMH+ care coordination payments has now enabled DSS to model Wave Il and a specific
recommendation around the timing and extent of Wave Il is pending review of executive leadership.

Program Design Process

At the inception of the process aksigning PCMH-BDSS worked witthe Committeeand the SIM PMO

to develop and finalize t / al b GLINAYSNE R2O0dzySyid GKFG AydNRRdAzO
well as outlininghe various aspects of model design that would be reviewed. DSS also wuitkettie

Committee andhe SIMPMOto articulatea protocolfor interactionwith, aswell asreviewandcomment

by, SiMaffiliated councils.

DSS andts contractorMercer Consulting therarticulated a setof values thatwould inform decision
making and acés a litmus test for supporting the rights amierests of Medicaiadnembers throughout
model design

Care CoordinatioRrinciples
Informed by advice and comment from the Committee, DSS seleairedcoordination elementsith the
goal of building on existing standardsfor FQHCsestablishedby the Health Resourceand Standards
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Administration(HRSA)aswell as PCMH Standards for ambulatory entities established by the MEDHA
The Joint Commission (TJC).

Quality Measurérinciples
Informed by advicand comment from the Committee, DSS seledadlity measures with a letsward:

wleveraging the current DSS PCMH reporting

wmeasures that are primarily claims based

wmeasures that are nationally recognized

wmeasures that use common CPT and HCPCS bdlieg

wmeasures that do not have extended leb#ck periods

wmeasures that are relevant to Medicaid population:
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wfocus on conditionghat arehighly prevalent in Medicaid populations

wmeasures recommendealy the SIM Quality Council, where aligned with PCMH+ goals

wmeasures that support identification and elimination of undervice

Shared Savings Modetinciples
Informed by advice and comment from the Committee, DSS designed its shared savings approach
consistent withthesevalues:

1 Only participating entities that meet identified benchmarks on quality standardsnaadures of
under-service will be eligible to participate in shargavings

1 Quality improvement (not just absolute quality ranking) will fadtdo the calculation o$hared
savings

9 Higher quality scores will allow a Participating Entity to receive more skakaags

1 Participating Entities that demonstrate losses will not be required to shdosses

1 Participating Entities will be benchmarkéat quality and cost against a compariggoup devised
from in-State, norparticipating Entities as well as natiofi@nchmarks

Over 2017,DSShas continued towork in conjunctionwith Mercer Consulting and with advice and
comment by the Committe¢o refine PCMH+model designfeaturesand accountability features At
regularly scheduled monthly meetings of the Committee and also via welld$8,and Mercer presented
material at and supportediscussioron topics including the PCMH+ unes®rvice stratgies and a PE
clinical compliance review process and schedule.

All of the work of the Committee is inventoried at this link:

https://www.cga.ct.gov/med/comml.asp?sYear=2017

DSSalsocontinuedto participate in the SIM PTTF Council, and presented PCMH+ materialsantiee

Further, both DSS and a number of the PEs have made direct presentations on PCMH+ progress to date
to the SIM Steering Committee. Finally, DSS and a number of the PEsardmdet presentation on
PCMH+ progress to date to the full MAPOC, video of which is available at this link:

http://www.ctn.state.ct.us/ctnplayer.asp?o0diD=14303
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An example of a model degi feature that has required review and consideration by DSS is the initial rules

and process around loss of Medicaid eligibility of attributed members. In light of substantial eligibility
GOKdzNY ¢ = 5{{ KIa&a Sl dzA LILISR 1 K fgibitityorédetarminaton datsSsoNJI I G G N
that the PEs can help support timely responses. Further, DSS is reexamining its procedure for restoration

of individuals who regain eligibility to PCMH+ participation.

An example of an accountability feature that wasvdloped this year is an onsite clinical compliance
review process that was conducted in August, 2017 by DSS and Mercer. An overview of findings, as well
as detailed reports on each PE, is available at this link:

http://portal.ct.gov/DSS/HealttAndHomeCare/PCMHPIlus/Documents
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that same dedicated DSS web page.

Overview d Model Design

Timing and Means of Assignikembers

DSS used itexistingPCMH attribution model to identify whermemberssought carein the twelve
months preceding launch of PCMHand to prospectively assignembersto those practices in Wave .
The same process will be undertaken for WavMémberscontinueto havethe right to seekcare from
anyMedicaidprovider,andhavethe rightto opt out of PCMH+ As noted above, DSS documented only a
small number of opbuts prior to launch of Wave 1, and a handful over the course of the year.
Notwithstanding the small numbers, DSS is continuing to carefully track any and -alitoattivity
through a contractor and to respond and investigate any instance of the same.

Cae Coordination/Quality ManagemeBiements
The current PCMH+ care coordination elements focus upofotlosving:

1 Behavioral and physical healtitegration:
o0 Care coordinator training and experience
0 Use of screening tools
0 Use of psychiatric advancirectives
0 Use of Wellness Recovery Action Plans (WRAPS)
1 Culturally competenservices
o Training
0 Expansion of the current use of CAHPS to include the Cultural Competency ltem Set
o Incorporation of the National Standards for Culturally and Linguisticallyofsppte
Services (CLAS) standards
i Care coordinator availability aretlucation
1 Supports for children and youth with special health aageds
0 Advance care planning discussions and use of advance directives
o0 Incorporation of schoetelated information in théhealth assessment and health record
(e.g. existence of IEP or 504)
9 Competence in providing services to individuals wigabilities
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Assessment of individual preferences and need for accommodation
Training in disability competence

Accessible equipment armbmmunication strategies

Resource connections with communitased entities

9 Provider report cards

o O O O

Quiality Measures

Click the following link for the PCMH+ quality measures:
http://www.ct.gov/dss/lib/dss/pdfs/ratesetting/pcmhplus/pcmh quality measure list.pdf

Strategies to Prevent and AddrésisderService

PCMH+ includes a midpronged framework, developed in collaboration with the Committee, for
monitoring potential undeiservice tomembers These aspects of model design have been extensively
discussed and refined throughout the demonstration, and include the follopvorgps:

wPreventative and Access to Care Measuy@2 of the proposed PCMH+ quality measures track
preventative care rates and monitor appropriate clinical care for specific health conditions

wMember Surveys, use of the CAHPS PCMH survey and considerafitme use of the CAHPS
Cultural Competency Supplemental Iltem Set

wMember Education and Grievance Processpecific, affirmative education famemberson
PCMH+ as well as their grievance and appeal rights

wSecret Shoppec SELI yaA2y 2F (i Kéht sécfet shagieryappfoadd do gaudeNNJ
access to care as well as experience in seeking care

wElements of Shared Savings Model Desigmarious elements of the shared savings model for
PCMH+ €.g. use of a savings cap, upsidely approach, high cost claimsuircation, and
concurrent risk adjustment claims methodology) were selected with a lens toward protecting
memberrights

Please see this link for more detail:
https://www.cga.ct.gov/med/committees/med1/2017/0223/20170223ATTACH PCMH%20Plus%20Und
erservice%20Strategy%20Summary%20.pdf

ProviderQualifications
Key features of qualifications for PCMH+ Wave | and W#&artitpating Entitiesnclude the following:

wParticipating Entities must have a minimum of 2,500 attributed Medicathbers
wParticipating Entities must be enrolled as Medicaid providers
wParticipating entities can be:
wA FQHC, or
wAnN "advanced network", defined as
WA single DSS PCMH program participant
wA DSS PCMH program participant plus specialists
wA DSS PCMH program participant plus specialists and hospital(s) or
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wA Medicare ACO
During the design phase, DSS also sought review and comment on proposed feataeeteghip and
advisonystructure (with a particular emphasis on consumer representation), as well as requirements for
connectionswitharange of communityproviders.

In their responses to the PCMH+ procurement, Wave | respondents were asked to prdeideation
regarding their commitment, experience and capacitystove Medicaidmembers ability to meet
identified standardsfor clinicaland communityintegration;and capacity to effectively oversee quality
measuremenfunctions. DSS anticipates thgimilarcredentials will be used faave Il.

Shared Savinddodel
The PCMH+ shared savings methodology creates a hybrid savings pool consisting of:

wan individual savings po@lvhere savings are pooled separately and accessible individually for
each Partiipating Entity); and

wa secondary savings patblat aggregates all savings not realized individually due to failing to
meet identified benchmarks on quality standards and measures of usel@ice Information on
how the s@vings pooWill be calculated and distributecn be foundhere.

Important features of the proposed shared savings methodology includmlbging:

wCalculation of shared savings toParticipating Entity will be separate for each entity and will be
based on quality measurement thresholds and scores, including measures ofaandiee.

wQuality measures used to determine savings distribution in the first performance year will be
limited to claimsbased measures that are currently being reported.

PCMH+ Patrticipatiooals
Thegoalisthat 89%o0f Medicaidmembersreceivetheir carefrom PCMH+ Participatingntities by2020.
Provider participation targets can be found in Apperlix

b. Quality Measure Alignment

Quiality measuresplay an indispensablerole within SSPsand other valuebasedpayment models As
multiple payers increasingly use vatbased contracts to pakiealthcareorganizationsthe number of
guality measureshat providershave to track across their contracts has become overly burdensdme.
address this lack of alignmerhe SIMQuality Councihasrecommenctd acore quality measure seand
hasreleased theReport of the Quality Council on a MdRayer QualityMeasure Set for Improving
[ 2y y SOl AOdzi Qa . ITRisrepait displaysddntainsthe tokelsétdescriesthe process for
selecting tke core measure setguiding principlesand the alignment proces€onnecticut views such a
measure set as a key enabler of the shift to mrmmprehensive, perseoentered, and accountable care
anda means to drive continuous qualitgprovement.

The SIM core measure set is intended

wSupport continuous quality improvement by focusing health care providers on a single set of
measures that are recognized by all payarsd
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wReduce provider and payburden, cost, and inefficiency.
Promoting Multi-Payer Alignment

The SIM PMQs working with all payersin Connecticutso that they voluntarily align around the
recommended measures in their valbasedpayment contracts. The State encoueagublic and private
payers to consider adopting recommended measures@oftwo ways:(1)aspart of astandardmeasure
set forall valuebasedpaymentcontractsor (2) aspart of a suite of measures that are included in value
based payment contracts vem there is an opportunityor performance improvement. The State
recognizes that there are measures in the core set that n@ybe applicable to all plans or pHoviders.
Payersare encouragedo usethe measureset asa referencewhen negotiatingor re-negotiatingvalue
based payment contracts.

An initial baseline scan was completed and it was determined that there was 35% alignment across private
and public payers. This year,dollaboration with the University of Connecticut Evaluation team, aesur

is beingconducted to assess quality measure alignmanatgress. e survey askpayers to identify the
measures in the core set that are included in their value based payment contietoestesults will allow

us to track progress and whether curramgagement efforts with payers are sufficient.

Barriers to Alignment

The major challenge that remains as a roadblock to achieving optimal alignment is the voluntary nature
of participation from payers. Most of the participants will provide informatiort isaequested, however

due to proprietary limitations with regard to business practices for contracts there remains gaps in
reporting. The mitigation strategy for this is for the SIM PMO to continue to cultivate relationships with
the payer participantsrad to ensure that commercially sensitive information provided to our evaluators

is reported publicly and to the state in aggregate. Additionally the SIM PMO will encourage and create
spaces for participation in quality measure improvement activities datsof formal committee
participation.

Additionally, payers do not have the technological capability to incorporate some of the recommended

guality measures. This is true particularly for the eCQMs and Health Equity Quality Measures. Initial
alignment effots focused on the quality measures that can be calculated using claims or other
administrativeR I G 1 O NEFTFSNNBR (2-0A A SKRKNS| BENBHE 0 A | 8 96 DL NB
upcoming year is for the HEblution described irSection2.d Health hformation Technologyto provide

the capability for payers tmcorporate the entire set.

ConsumelExperience SurveQuality Measures

The most important means to improve consumer experience is to measure care expepiebiish
results, and link resultso payment. The PMGnvited health plans to consider includingpnsumer
experience measures in their valbased payment contracts once they have been provideét
acceptable provider performance and statewide benchniafidemation.

To support thigequest, thePMOis contractingwith avendorto administerthe PCMHCAHP &t the level
of the Advanced Network. A PCMH CAHPS that is the same as or sith#arthe one implemented on
behalf of commercial payers will be deployed for the Medicaid pdjmra

The goals of collecting CAHPS survey data include providing data that will lxyused
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a. Health plango assess and rewam@bnsumer experience performance under SSP contracts;
b. SIM evaluates to assesthe impact of SIM reforms on care experience; and
c. SIM forproducinga public scorecard displaying the performance of each Advanced Network.

Anthem, United Healthcare, and Medicaid agreed to participate in the PCMH CAHPS slineeys.
Medicaid survey was completed in Septemb€he first of thecommercialsurveys is expected to be
completed by December 2017. A meeting has been scheduled with leadership at Medicaid to gather input
on the metrics to inform value based payment using a single composite indicator and to ensure this data
can be used while beingpnsistent with previous practice.

The survey has garnered a robust sample of both Medicaid and commercially insured individuals, and
Medicare data has been requested from CMS to have a complete assessment of the care experience in
CT. A contributing factan the delaying of deployment of the survey was due to having to refine the
process for obtaining clean data records for commercially covered lives. Having this process in place will
allow for improved alignment with regards to conducting the surveydimelier manner for subsequent

years. Additionally, the SIM PMO hopes to increase payer participation beyond the three that were
included in this past survey.

We intend to repeat these surveys annually, potentially to include additional payers. Thitngslata
will be providedo participatingpayersand considered for use in their vallsed payment contracts.
The results of the surveys will also be used to assess changes in corsparénce resulting from SIM
care delivery and payment reforms.

Maintaining Quality MeasureRecommendation

The Quality Council has undertaken a comprehensive strategy to review quality measures that have lost
endorsement, are no longer applicable to the population of CT, and created a process to conduct
environmentalscans on an annual basis to ensure the capturing of emerging issues. In creating this
structured process the Quality Council can be proactive in ensuring the maintenance of an optimal core
measure set that is meaningful to all stakeholders.

QualityAlignmentwork streamlead: Qualitymeasurealignmentand careexperiencenvork streamswill
be led by the SIM PMO, in collaboration with the SIM Evaluation Team. The SIM Qualityv@lbuncil
serve as an advisory body to this wetkeam

c. Plan for Improvingopulation Health
Purpose oftte Population Health Plan

Connecticut is developing a plan to improve population health as part of the SIM health system
transformation efforts over the four year performance period. The plan will reflect how to better
coordinate state population health initiatives and health system transformation efforts and will align SIM
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delivery models are being tested to reduce libaare costs and enhance the quality of care, the role of

public health and the social determinants of health must be integrated into any forthcoming solutions to

impact health outcomes in Connecticut communities.
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Since health disparities may result rinolimited access to resources and/or policies that promote
unhealthy conditions and behaviors, it is clear that optimal health outcomes are determined by factors
beyond the provision of health care alone. In addition to addressing improvement of headtiycality

and reduction of costs, the population health plan will propose mechanisms to address comivasety
factors and soci@conomic determinants of health that impact individuals at home, schools, worksites
and neighborhoods. The Population HealdarPwill direct attention to prioritizing investments and
commitments to communitywide upstream interventions, and to sustaining mugktictor collaboratives

for health by developing a coordinated community and social service care model.

The core initiaties beingdesigned as part of the population health operational plan are the Prevention
Service Initiative (PSI) and a related and more upstream strategy of Health Enhancement Communities
(HEC). These initiatives will be supported by a system of populagahh indicators and community
accountability metrics. The Population Health Plan will ensure that HECs are prepared to operate under
an accountable structure, which may include managing backbone and wellness fund operations, fiscal and
budget management,resource sharing agreements, and transparency mechanisms within the
O2YYdzyAled Ly GdzNYyI GKS t{L ¢gAftft O2YL}X SYSyid GKS
between health care providers and community based organizations for the delivery ofiwoity-based
interventions.

Lastly, the Population Health Plan will address sustainability concerns by exploring legislative
opportunities, exploring establishing a framework for a HEC designation, and exploring financial support
options through possibl&@ G F §S +fft20F A2yax aSRAOINB 41 APSNE 2
budgets, community benefits redirection, pooling of funds through braided mechanisms and/or the
creation of trust wellness funds.

Design ad Implementatiorof aHealth Enhancemenio@munity Model

Models of health improvement through community accountability are coming to the forefront as a
promising strategy to improve health outcomes and address health related priorities, such as food
insecurity or unstable housing. These models differ from gstat#ate, but commonly include linkages of
clinical and community services, strategies to address health and social needs, an accountability structure,
and a financing strategy.
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health equity, and cost reduction as it relates to all residents (total population) in a geographic area. HECs

are expected to align public health and healthcare objectives by directly addressing root causes using data,
community enggement and crossector activities with proven impact on population health. HECs will be
designed to operate in an economic environment that sustainably funds and rewards cross sector
activities by capturing the economic value of improved health. SustiEndBCs in combination with a
successfully implemented PSI will constitute the Connectipatific model of community accountability

for health outcomes and population health.

The working HEC concept builds on examples of community collaboration in teideotne State, and

on preliminary concepts detailed in the State Health Innovation Plan. The concept of an HEC model will
be further developed as the Population Health planning team explores, through technical assistance and
stakeholder engagement, thaigability of currently tested models of community health accountability.

To understand the type of current activity and recommend a path forward for existing community health
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collaboratives, the plan proposes to establish an information baseline for ldBEQirg. This information

is gathered through environmental scans, meetings with accountable providers and community
organizations, and surveys of active health collaboratives. The Population Health Plan also relies heavily
on findings from the State He&ltAssessment, the recommendations from the Healthy Connecticut 2020
and the Coordinated Chronic Disease Prevention and Health Promotion Plan. Consequently, the HEC
model will place emphasis on improving health in areas with the highest disease burdenindimators

of socioeconomic status, and pervasive health disparities.

The Department of Public Health (DPH) and the SIM Project Management Office (PMO) have established
a planning team to develop a guiding framework for HECs. This includes assessiegeaaging
community accountability strategies developed by other states and communities across the country. The
planning team will obtain feedback from other SIM work streams on how the guiding framework for HEC
design relates to or can be influenceddiher health reform areas. This effort is to coordinate with other

SIM work streams, but will also help to align the HEC approach with health reform projects in and outside
of Connecticut. The planning team will secure input from the Population Healthc@¢BHC) and the
Healthcare Innovation Steering Committee (HISC) to ensure fidelity to the overall SIM objectives, and to
enhance both the HEC definition and the planning process.

The planning of an HEC model will rely heavily on stakeholder feedbamigthvarious methods of
engagement. Stakeholder participation will be central to the HEC model operational plan. This
engagement will build on existing activities conducted through the State Health Improvement Plan (SHIP)
and regional Community Health Imgwement Plans (CHIPs). At first, HEC planning will build on the work
conducted in numerous Connecticut communities that have developed Community Health Needs
Assessments (CHNA) as early as 2013. The CHNAs use local and state data to identify eachec@ndmunit
most pressing health concerns and root causes. In several of these communities, CHNAs included reports
on regional consensus about priority setting and health improvement plans (CHIPs). By directly engaging
regional health collaboratives in the plangiprocess, the Population Health Plan will ensure to design
strategies that are actionable for specific local contexts, including opportunities and limitations of each
participant community.

In order to effectively engage communities and develop a maaidred to the strengths and needs of

each participating community, the State, with subject matter consultation support, will develop and
implement a participatory planning methodology. This process will identify communities in Connecticut
that had indepedently undertaken the challenge to advance multisector initiatives to improve health
outcomes of individuals in geographically circumscribed populations. These reference community
collaboratives will meet a minimum set of expectations in order to partieiia a joint examination of

their strengths and barriers in the HEC planning process. To this end, it is likely that Community Health
Assessments would need to be completed and that the collaboratives would have a commitment to
sustainability, continuougquality improvement and performance management of priority interventions.

The process of selecting reference communities may include a statewide solicitation of community health
collaboratives, and lead to participants meeting regularly to discuss thiitgsof the model. The initial
planning process will identify an actionable strategy for subsequent phases. For instance, a subsequent
planning phase may seek to commit selected communities in an intensive solution seeking process by
exploring all recomended components of an HEC. This may include health outcomes prioritization,
accountability instruments, policies and systems change solutions for social determinants of health, and
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financial sustainability mechanisms. This potential subsequent phasels@aynclude the design of an
actionable strategy and commitments to implement an HEC model in a later demonstration phase.

Financial sustainability of the PSI/HEC model will be a major consideration of this initiative. Several
funding strategies includingtate/federal authorities to support HECs will be explored during the planning
process. Observations of similar experiences in other jurisdictions show that possible avenues include
state allocations, alternative payment models, global budgets, or podffunds through braided
mechanisms. The State, with assistance from a vendor, will evaluate all of these opportunities for financial
sustainability, as well as how healthcare reform transformation relates to financing options. This includes
looking at etities such as payers, large employers or healthcare systems that could potentially obtain
financial returns from the implementation of HECs priority interventions. Entities realizing positive
economic outcomes could build a businesse to support wiront investments and an ongoing financial
commitments to, for example, a wellness trust fund. This implies that shared savings rewards or other
economic gains in the health care sector could be linked to commuwnidg interventions in areas
designated as HES. The proposed HEC strategy may include community health collaboratives adopting a
financial strategy such as establishing a dedicated community wellnessAumndst fundasa vehiclewill

be explored because of its ability @itract resources from aariety of organizations and sectors to
support the goals, priorities and strategies developed by the HEC.

Traditional categorical grant funding tends to create silo entities within single communities. To counteract
this, another possible approach to éincial sustainability is the alignment and leveraging of ghantled
programs around prioritized interventions led by an HEC. For example, Stamford, CT has already
harnessed Department of Housing and Urban Development (HUD) and US Environmental Protection
Agency (EPA) resources to help furideslth and Wellness District initiativéAccess to block grants, such

as prevention block grants used in the past, could also be examined as a financing altaxsdtiey
attempt to break down silos. Similarly, numerous disease prevention and control initiatives funded by
federal or state agencies offer opportunities to align funding streams as they are administered at the local
level by participating entities ian HEC (e.g. healthy food retail, local active transportation initiatives,
screening programs, medication therapy management, etc.). Planning of the HEC model will look into
blended or braided funding as these approaches may be an effective solution dbngof funds by
public-private partnerships to ensure support of the selected health priorities. The alignment of different
funding streams could support services, projects and infrastructure that would not be supported by a
single stream.

Several otheapproaches to sustainability will be examined through the planning of an HEC model. Public
health organizations, health care providers and human services agencies participating in an HEC will be
expected to align their mutually defined community healthopities. This represents an opportunity to
incorporate hospital community benefit allocations as part of a support system for the health
improvement effort. The HEC model plan could also include a request to DSS to review all available options
for the Medcaid State Plan and waiver authority in support of HECs, and may include examining the
possibility of enabling approaches to sustaining community health workers for preventive services. A
detailed actuarial analysis of Medicare data could also open thsilpiiy of State waivers that could
potentially support the upstream initiatives put forward by HECSs.

Planning of the HEC model will include creating a framework and recommendations around community
health accountability measures, defining processes fitlecting nonclinical regional data, and setting
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improvement targets. It is important to highlight that availability of high quality local data together with
reliable IT infrastructure is critical to advancing these components. DPH will support locahditsis,
including coordination with other health and human services agencies, to the extent that data sources
and IT infrastructure are available. Recommendations for regional health indicators and community
measures may be incorporated into public sarards or other methods of health improvement
transparency. The ability to foster and facilitate coordination between commuwitig population health
measures and shared savings program quality measures will be explored. The recommended measures
may be pimarily based on the total population, but may also include data segmented by individuals
attributed to separate payers and healthcare providers.

HECs will be designed to address priorities that reflect local health concerns and assets in the selected
communities. Similarly, the HEC strategy will focus on evidéased interventions and community
measures of population health that are tested. Core topic areas will include addressing social needs and
upstream determinants of health along with the use dafigators that relate to community characteristics,
health care factors and overall health system performance, especially as it pertains to health equity.

It is anticipated that HECs will have a specific focus on improving health disparities and will tefree

clear and measurable target improvements. HECs will likely be required to have a Community Health
Needs Assessment in place to demonstrate engagement of the community in identification and
understanding of community needs based on data. BecomiRdEC will signal the beginning of a shift
from a health care system accountable for segments of the population into a new system of community
collaboratives accountable for health outcomes in the entire population. HEC results will provide evidence
that the scope of care has expanded beyond clinical services to includeomedlinated communitywide
interventions.

Governance will be an essential area to explore in the HEC strategy design. This includes governance
models that feature a single lead ageniayeach of the communities that can act as a backbone or
integrator organization to administer a portfolio of prevention and upstream interventions. Possible
functions of a backbone organization include maintaining accountability mechanisms for perforamahce
improved health and reduction of disparities in a geographically circumscribed populations. Keeping
together a coalition of health care, public health and community service agencies would also be a critical
role of a backbone organization. This entitpuld play a key role coordinating partners for specific
interventions and the selection of financing vehicles. Therefore, a backbone organization would likely
need to be a neutral, legally operational entity capable of contracting and characterizeatbgdbased
governance.

The backbone organization may also facilitate the development of binding agreements across
collaborative partners. Its authority and credibility will stem from broad inclusion of community
stakeholders; therefore, this agency atsmvenes partners, coordinates health assessments, and defines
interventions for health priorities. Local health departments, Advanced Networks and FQHCs can
potentially play an important role as backbone organizations as they continue improving linkselnetw
community and clinical preventive services. It is expected that Local health Departments, Advanced
Networks and FQHCs in selected HECs will serve as partners in addition to other stakeholder entities.

HEC Initiative Coordination with Other Initiatives
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The HEC Initiative aims to leverage the work of SIM in promoting-balsed paymentwhile addressing

the limitations of existing models. Specifically, the HEC planning will focus on developing financial models
that reward a reduction in the risk of pafations, rather than the costffective management of that risk.

The HEC Initiative will also build on the care delivery improvements enabled by the CCIP and AMH
programs, butaugment them by creating more intersections with public health and the social
determinants of healthThe CCIP and AMH programs shift provider attention to the community and to
establishing linkages to treat the holistic needs of the patient. The HEC initiative extends these capabilities
further, while bringing more community partreto the table.

Implement aPrevention Service Initiative Demonstration

The DPH/PMO planning team, with the input of the Population Health Council and the endorsement of
the Health Care Innovation Steering Committee, developed the PSI prape=athe ourse of 2017

based on a linkage model that strengthens the relationships between Community Based Organizations
and Advanced Networks/Federally Qualified Health Centers (AN/FQHC), and that enhances the delivery
and expansion of evidendsased prevention mrgrams in norclinical settings. To this end, participating
CBOghat deliver evidencéased diabetes or asthma s@ffanagement services will be provided with
technical assistance so that they can execute at least one financial agreement with accouatable c
providers. Theseservices have shown to improve outcomes and generate a return on investment.
However, CBOs that provide these services in Connecticut appear to beutilided and none of them

have written referral agreements with accountable praaisl as they lack resources to expand capacity
and meet the needs.

SIM will fund technical assistance and infrastructure awards to participating CBOs to help them offer high
guality services and to be successful in these new agreements. CBOs will alspiibedréo include
community health workers as part of their service model in order to qualify. The financial agreement will
be expected to have payment terms linked to successful patient engagement and program completion,
and perhaps incentives for outcomeThe SIM program will also offer grants and technical assistance to
accountable providers to enable them to identify appropriate patients, establish referral workflows,
negotiate agreements, and to pay for PSI services for the firgb-IB months.Although accountable
providers are investing in care coordination staff, usually nurses or social workers, and in some cases
certified asthma and diabetes educators, they generally do not hire community health worker or support
community partnerships that codlhelp them to deliver better care at a lower cost. However, accountable
providers now in new payment models have a financial interest in extending their investments to services
and supports in the community that will enable them to deliver better cardewaer cost.

There are two central goals of the PSI. First, to increase the number of individuals with unmet prevention
needs who complete communifglaced, evidencdased prevention services and maintain or improve
wellness. Second, to improve Advancediiak/FQHC performance on quality measures related to
asthma or diabetes and associated ED utilization or admissions/readmissions for an attributed population
through the use of communitplaced, evidencdédased prevention services.

To achieve these goal§€BOs and local public health departments will receive technical assistance to
enhance business competency skills and organizational capabilities to support at least one contractual
relationship for the provision of evidencdzhsed chronic illness sefianagement services. Technical
assistance will also be provided to Advanced Networks and FQHCs to both develop internal processes to
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identify and refer patients that can benefit from community based services; and to assess the impact on
guality and return onrivestment to support a sustained contractual arrangement beyond the period of
the test.

The next phase for the PSI will be dedicated to launching a demonstration targeting Advanced Networks
and FQHCs that are participating in accountable care arrangemetiisMedicaid, Medicare and/or
commercial payers. The first wave of PSI will be implemented in thresgbeeted regions with high
PCMH+ penetration (Bridgeport, New Haven, and Middletown and surrounding areas). The designated
target communities have beeselected in coordination between the PSI and CCIP initiatives so they
operate within the same target population and with aligned interventions.

The target date to complete all the procurement of technical assistance and CBOs solicitation is
established por to the beginning of the next performance period. A technical assistance consultant will
be retained for 18 months to assist with CBOs organizational assessments including workforce capacity,
business case/value proposition, and sites of service asal@sce a framework for discussion and €BO
specific business plan for prevention services is completed, the technical assistance consultant will ensure
that all parties in the financial arrangement agree upon contract templates

We expect that contract negotiation could be completed and contracts between CBOs and healthcare
organizations executed around halfway through the performance year. This will be followed by an
intensive peeito-peer CBO collaborative characterized by savewents held to discuss planning and
implementation strategy. Results of the demonstration will be documented through data analysis on
financial and program performance. Sustainability could be demonstrated through positive economic
outcomes for all pares in the linkage model that would allow contract extension solely financed by the
payers of services. This strategy will seed the subsequent proposal to make additional upstream
investments under thédEC model.

PSI Coordination with Other Initiatives

The PShnd the CCIP are the two primary means within SIM to assist accountable providers to enhance
their investments in care management and infrastructure to eliminate gaps in TaeePShligns with

the central premise of our payment reformghat the promise of a return on investment will encourage
providers to invest in new capabilities and community partnerships to achieve higher value healthcare.
ThePSI extends the CCIP focus on CBO providers of social services to CBO prositeaabased
prevention serviceincluding diabetes and asthma seffanagementf. These services have the ability to
improve outcomes and generate a return on investment for eligible patients.

Additionally, CBOs and accountable providers participating in PSI will be regtireevaluate the
interventions to validate that they produce a return on investmentyment reform throusp Shared
Savings Programis the central tactic in the C$IMto spur accountable providers to invest in care
improvements. Healthcare providersnew payment models are more likely to make investments in care
delivery improvements. These investments in infrastructure and staff are largely ndoriservice
reimbursable and are motivated by improvements in quality and efficiency.

2Am J Public Health. 2014 August; 104(8):ce23. Published online 2014 August. doi:
10.2105/AJPH.2014.302041tips://www.ncbi.nlm.nih.gov/pmc/articles/PMC4103232/
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Develop a Systenf @ommunity Level Accountability Metrics

The DPH established a SIM focused approach to population health metrics by providing data through the
Behavioral Risk Factor Surveillance System (BRFSS), advancing specific methods of population projections
and offaing mapping expertise. The BRFSS is the only available source in the state for key health indicators
such as asthma, obesity and diabetes. Indicators which in turn, are also required to evaluate SIM. DPH
relies heavily on CT BRFSS to document healthsstite SIM Plan will continue supporting the increased
sample size for the CT BRFSS to allowstatle geographic estimates and more robust assessment of
racial/ethnic disparities, and ensuring that the annual survey includes questions on the selected SIM
population health indicators.

Over 2017DPH also documeatl various approaches to metrics of population health recommended by
the National Academy of Medicine, the Robert Wood Johnson Foundation and the Prevention Institute.
In the current performance péd, the Population Health work stream will propose to stakeholders a
framework of community measures and other health determinants indicators. An initial framework
developed in 201 summarized below:

POTENTIAROPULATION HEALTH INDICATORS FOR HENHIAICEMENT COMMUNITIES

SOCIAL DETERMINANTS PREVENTIVE AND RISK BEHAV CHRONIC MEDICAL CONDITION
OF HEALTH

Structural Drivers 1 No leisure Physical Activity 1 Current Asthma

Community Measures 9 Current smoking 9 Asthma in adults

1 SocieCultural (people) 9 Ever used Hookah 1 Asthmain children

1 Built Environment (plage 9 Excessive Alcohol Consumption § Ever Diagnosed with COPD

1 Economic (opportunity) 1 Routine Checkip 1 Ever Diagnosed with Arthritis
Quiality of care 1 Influenza Vaccination 1 Ever Diagnosed with CVD/Strok:
{l Healthcare outcomes 9 Pneumococcal Vaccination 9 Ever Diagnosed with Cancer

9 Prevention outcomes Ever had an HIV test 1 Told that has Pr®iabetes

9 Ever Diagnosed with Diabetes
1 Kidney disease
9 Ever Diagnosed with Depressior

Population health improveent is largely dependent on the ability of health systems to address and
measure elements of health equity. This is particularly relevant in a context where statewide indicators
may obscure important regional health disparities. It is also important togeize that equity is one of

the main dimensions of healthcare quality measures Therefore, we propose an additional framework of
health determinants that includes structural, so@ovironmental and economic drivers. Indicators of
structural determinants D health explore inequitable distribution of resources and examines
disenfranchised populations. Community health measures will look at three sets of measures. The first set
(people cluster) assess the level of community participation and networks actiyatisecond set (place
cluster) would have indicators of built environment, and the last one (economic cluster) will include
metrics of income and education. In addition to quality of health care indictors which have been
thoroughly examined by SIM, prav#on process outcome indicators will be considered as part of the set
of social determinants of health.
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DPH provides technical expertise to maintain and annually update a series oflé¢e@npopulation
estimates by agsexrace/ethnicity using the demogphic estimation models developed for the CT SIM
project. While the majority of the states in the U.S. use county as the principal geographic level for local
governance, Connecticut and a few others states rely on towns or cities. Currently, the oblg siarce

for town-level population data with demographic identifiers for Connecticut is the decennial census that
occurs every 10 years. As the demographic distributions within each town evolve over time, the decennial
counts become outdated and may irfciently represent the true town populations. These detailed
population figures are essential to improve the accuracy of calculated, populadieed mortality rates,
hospitalization rates, as well as BRFSS survey statistics which must be weighteth@todh# available

state population estimates. Thus, these new population estimates for 169 Connecticut towns will further
leverage our investment in more accurate BRFSS data and associated BRFSS health indicators. In addition,
DPH will continue providg support for GIS mapping and spatial analysis to help define homogenous
regions within the state that are of interest to SIM, and to calculate hospitalization and/or mortality rates
for customized SIM regions. These activities may be extended to imedegrew data sources, as needed,

for SIMrelated planning and evaluation.

Multi-source datasets will continue being compiled and-precessed as inputs for modeling. Tested
data sources included birth and infant death data, school enrollment counts, DMV licens&kineniD,
residential utility customer data, and Medicare reliment counts. Initial model targets have been
carefully reviewed to obtain reasonable population projections for 2041Further analysis is required

to ensure that the selected criteria for model projections is consistent with the US Census Bureau
edimates. Finally, the DPH will continue coordinating and providing data to the University of Connecticut,
as the SIM evaluator, to support their dashboard indicators with population health data.
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d. Health Information Technology
Background and Overview

TheStateof Connecticuistakingimportant stepsto acceleratethe useof healthinformationtechnology
(HIT)to enablehealthcaretransformationsothat the sii I (iré&si@entsreceivetimely, coordinated,and

personcenteredcare. The HITand health information exchangeHIB approachdescribedhere will be

undertakenwith transparencyand broad stakeholderinput. The strategyis guidedby a comprehensive
2017 environmentalscanand subsequentreport, which engagedalmost 300 individualsand over 130
organizations It is also guided by extensiveinput from the Health Information TechnologyAdvisory
Council, created under Public Act 16-77, and comprised of providers, consumers, payers, and

representativesf the legislaturethe & (i | éx&c@ige branch,andseveralstate agencies.

The { G I (stBk@hiblder engagementand environmental scan reveals gaps and opportunities in

I 2 Yy S OkliNaDdixiage&onsumerexperiencea fragmentedhealth systemwhere the information
neededby their careteam s not alwayseasilytransmitted or accessibleAsalternative paymentmodels
andchangesn caredeliveryproposedunder SIMexpand accountablenealthcareproviderswill needthe
data, information and tools to succeed.Connecticutcontains a high penetration of accountable
healthcareorganizationsvho aremakinginvestmentsn dataexchangendanalyticsHowever providers

still struggleto electronicallyexchangéhealthinformation betweendisparatehealth systemsThelackof
widespreadaccess tamportant medical information, including medical histories, diagnostic images, and
emergency department notifications, negativatypacts dagnosis and treatment decisioramd increases

the use ofcostly and potentially harmfuduplicativetests

Additionally healthcareprovidershaveincompleteinformation about how well they deliver care. They
rely on claimsbased,insurerspecificpatient data, or clinicaldatafrom their lone EHRsThisis extremely
limiting giventhat consumersrequently experiencechangesn their insurancecoverageand seekcare
from providersfrom acrosghe state.Incompleteandsiloeddatamakesit difficult to managegapsin care,
target interventions,and comparetheir performanceto peersandto aggregatedopulations.Similarly,
payersenter into valuebasedcontractswith providersusingthis samelimiting data. Varyingreporting
requirements and processesacross these valuebased payment arrangementsand other quality
improvementprogramsadd complexityand burdenfor providers.

In this context, and to achievethe { G I &I§1@ids of healthier people, better healthcare,smarter
spendingandhealthequity, the Statewill establishCoreDataand AnalyticsSolution(CDAS3ervicesand
interoperable(HIE)servicesasenvisionedby PublicAct 16-77:

Thereshallbeestablishedh Statewide HealthInformationExchangéo empowerconsumers
to makeeffectivehealth caredecisionspromotepatient-centeredcare,improvethe quality,
safety, and value of health care,reducewaste and duplicationof servicessupportclinical
decisiommaking,keepconfidentialhealthinformationsecureand makeprogressowardthe
state'spublichealthgoals.[Sec6, § 17-b-59d (a)]

Moreover,the Statewill establisha policy and governancerameworkfor HIEand statewide analytics,
and, to the extent practical,leverageexistinginteroperability initiatives and investments Aboveall, the
strategywill keepthe consumerandthe health needsof the peopleof the Stateasthe primaryfocus.
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TheHealthinformation TechnologyOfficer(HITO)sadministrativelyresponsibldor the planning,design,
implementation,and oversightof this strategy

SolutionApproach

l'd LI NI 2F GKS { i1 4GS QaHITO® wdnleded BehltRcar orévigess| isf@nyaficy (i =
experts, payer and consumer representatives, state agencies and others throudhlEh&lse Case
Immunization Information SysteifilS), anccCOMdesigngroups. These intensive engagemengong

with internal planning and alignment with the SIM stratefpd to an initial set ohear and longterm
priorities:

Nearterm:

1. Establish statewide governance and operational structutecluding establishing/designating a
neutral and trusted HIE entity.

2. Establish CDAS to promote use efCQMs andadvanced aalytics: Improve outcomes by
increasinghe use of eCQMs and analytics in quality improvement and alternative payment model
efforts of payers, providers, and employers.

3. Launch shared HIE services:

a. eCQMsSupport transport of clinical data for use by the CDAgdiatity measures.

b. Longitudinal Health Recordmprove treatment plans and reduce duplicative testing by
establishing the use of a statewide longitudinal health record.

c. Clinical Encounter Alertdmprove care management by driving access to and adoption
of clinical encounter alerts.

d. Image ExchangdReduce duplicative-Mays, ultrasounds, and other imagingibgreasing
the electronic sharing and viewing of imaging between providers.

e. Immunization Information System:Reduce duplicative vaccine administrati@md
improve reporting efficienchy creatinghe capabilityfor healthcare providers, including
school nurses, to electronically send vaccine information to the State, and by improving
the ease of accessing this information at the point of care.

f. Public Heah Reporting: Improve efficiency by establishing a single gateway for public
health reportingfor healthcare providers.

Longterm:

4. Expand CDAS outputs, including population health analytiesable more targeted, holistic, and
population health centerednterventions through the use of additional data sources, such as
social determinant of health datgublic data sources, and othé&xpanded analysis of individual
health information at the population levelill support machindearning, automated analysi
geolocation predictive analytics,\waluating health interventions, comparing healthcare services,
identifying patient safety events, supporting policy and workforce planning, and solving complex
social and health issues.

5. Expand shared HIE services:

a. Population Health Analytics:HIE services caenable the transport of additional
information from EHRSs into CDAS.
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b. Medication Reconciliation: Reduce medication morbidity, mortality, and adverse
reactions by enabling the information exchange necessary forigaidn reconciliation
and supporting process 1@esign for prescribers and pharmacies.

c. Advanced Directives and Medical Orders for Life Sustaining Treatment (MOESahile
personcentered and empowered care through the capture and accessibility of patient
care preferences for treatment and erud-life support.

d. Patient Portal:Enable consumer empowerment through patient access to their statewide
longitudinal health record.

¢KS {Lak{dGFIiSQa adNrGS3e oAttt SylrofS (GdKS AYyAGALf
information exchange improves care decisions and reduces unnecessary and redundant care such as lab
tests and radiology services. It permits more ragi@gnosis of disease, folleup on chronic disease and
comorbidities, potentially prevents treatment complications such as medication errors secondary to
allergies and contraindications, provides insight into whether immunizations ate-dpte, and more

While the State will establish a staté-the-art, holistic, information management system, the stratégy

enable health information exchange and better use of daguires more than a technical solution. The
strategy, enabled with the technology, halign with the movement towards alternative payment models,

as promoted by SIM. These new payment models give providers incentives to improve the efficiency,
effectiveness and outcomes of patient healthcare, and therefore more of a reason to shareatiform
Technical and analytics assistance to these providers on how to best use HIT tools, data and information
will support transformation and influendeehavior change. Trust and governance will accelerate progress

in a transparent way. Moreover, the usd# policies, legislative action, and other levers will ensure
consumers and communities are the ultimate beneficiaries.

Holistic Information Management

To enable the stakeholdarifusiness drivers, as captur@dthe initial use case development efforts, the
State isdevelopinga holistic information management solution that will support the sharing of data and
information to guide stakeholder decisions and establish interventions to improve health outcomes and
the quality of life.

The proposed solution architecture and roadmap are illustrated kigure 1, highlightsa phased
implementation approach and alignment of internal and external dependencies, with a goal to establish
a trusted and secure data sharingdainformaion foundation across the delivery system. The architecture
and roadmapsguidedd & G KS & (nkeflsSdl data &8 iNfratiohe roadmap has three major
lanes (i) Data Governance, (ii) HIE, and (iii) CDAS, discussed in the fclémtions.

This solution will initially focus on two core solution components: HIE services and the CDAS, as shown in
Figure 2 which are both guided by the govern@ncThe HIE services focus on increasing secure and
authorized information exchange betweatisparate healthcare systems. CDAS will enable advanced
analytics and quality and utilization measures productibime HIE will interface with the CDAS so patient
health data, such as clinical labs, tests, and vitals, can be leveraged for the calcUiatioica quality
measures.
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Figurel: HIE and CDAS Proposed Delivery Roadmap
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Figure2: Highlevel HIECDAS Solution Overview
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Health IT Strategy to EnablelM Drivers

The capabilities that the HIE services &IDAS enable, including those above, are critical to the SIM
drivers and to the care delivery and payment reforms that providers in the state are addpéloyy is a
description of how theHITfunctionalities support each SIM driver.

SIM DriverPromotepayment models that reward improved quality, care experience, health equity and
lower cost

One of the primary SIM drivers is that alternative payment models are adopted to incentivize better care
services, improved outcomes and lower healthcare spendisgdescribed irBection 2.a Promoting
ValueBased Payment ModeBndSection 2.a PCMH-®Payers in the stat@ho develop these valubased

LI @8YSyid LINPINIYEAX AyOfdzZRAY3I (G(KS aSRAOFAR t/alb
need access to bettelinical and other data to establish more meaningful and accurate incebtiged
systems. Better data from various data sources will enable more valid attribution models, better risk
stratification, better quality indicators, more accurate program evaturatand more robust tools offered

to providers. CDAS will facilitate these data flows and enadjensto enhance their current valubased
program efforts to meet SIM health improvement goals.

Diagram: Data Flow to Support Alternative Payment Models

Medicaid for
PCMH+

Tools and/or Data

A EHR and SDOH data for
eCQMs, risk stratification,
program evaluation

A Care relationships to support Commercial

attribution payers for shared

savings programs

o)

CDAS will also provide the capability to add electronic clinical quality measures (e CQNesltnehjuity
quality mS I & dzZNB a {2 -baskdepSynBnQscotecaiddz®s recommended by the SIM Quality
Council. This is essential to achieve mpétyer quaty measure alignment, health equity, and reduced
provider burden, as described Section 2.b Quality Measure AlignmenthisHITfunctionality is critical

to this SIM objective for the next performance year.

SIM Driver:Strengthen capabilities of Advard Networks and FHQCs to deliver higher quality, better
coordinated, community integrated and more efficient care

Welldesigned alternative payment models must be coupled with improved capabilities of healthcare
providers to meet the quality and cost tatg outlined in these arrangements. THéTstrategy described

here supports this SIM driver by improving the data and tools available to accountable providers/patient
centered medical homes, including to those participating in PCMB¢etion 2.a PCMB+and CCIP
(Section 2.a Strengthening Healthcare Delivery
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Diagram: Data Flow to SuppofCare DeliveryModels(PCMH+, CCIP, PCMH, QPP, Commercial SSPs)
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Both PCMH+ and CCIP expect providers to better coordinate care, address health disparities, connect with
community services, manage gaps in care, track their quality and cost improvements, and expand their
care teams. However, providers have difficulty edhiag in these areas due to lack of data and analytic
capability. For example, CCIP requires that providers risk stratify patients to target care coordination and
deploy their new norphysician workforce. To do this accurately, providers need patientrirdtion that
integrates multiple data sources, such as data from other health systems, from social determinant of
health databases such as the Homelessness Information Management System, from community referral
sources, and from sources that contain coeiplrace/ethnicity informationThey also need better data

to track their performance on quality key performance indicators (KPIs). Providers need the ability to see
in nearreal time how they are performing to incentive indicators, compared to peers apdlption
aggregates, as this will provide visibility in how they can increase incentives based improving quality
outcomes to patients. As illustrated in the above diagram, HIE and CDAS functionalities will support these
providers in delivering on these gabilities.

E-consult capabilities are an optional delivery standard under CCIP. Healthcare providers are currently
challenged to implement this capabiliégynd other telehealth solutiondue togaps inreimbursement for
theseservices. Connecticut is exaining solutions through the valdeased payment and reimbursement
pathways to address this. Therefore, HbTrequirement has been identified for this capability.

Additionally, @countable providers, including those who will patriciate in the Qualityreay Program

(MIPS, advanced APMs) need to improve efficiency and reduce administrative burden. Currently, they are
required to meet onerous and waligned reporting requirements to a multitude of agencies and
organizations, such as Medicare, the DepartingfiPublic Health, commercial payers, and Medicaid. The
HIE, CDAS, and IIS systems will offer reporting functions that reduce burden.
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SIM DriverPromote policy, systems, & environmental changes, while addressing socioeconomic factors
that impact healh

As described irsection 2.c Plan for Improving Population Heagltihhe SIM population health planning

work recognizes that only 10% of health is influenced by healthcarel engagement of the entire
community is needed to influence health. Under t&#M Prevention Service Initiative, healthcare
organizations will soon establish referral contracts with Community Based Organizations for community
placed services. Connecticut also has two CMS Accountable Health Community grants, which require an
accountdle healthcare systems in two regions to refer thousands of Medicaid/Medicare patients to
community services annually. Additionally, Community Care Teams are used within hospitals across the
state to navigate the care of the most complex patients. Thethddl functionalities that may support

these initiatives will be further examined to determine how and whether they can support this work.
Possible enabling IT strategies may include:

1 Supporting healthcaréo-community referralsand feedback loopthroughthe HIE services.

1 Offering regional, shared care coordination platforms.

9 Establishing standardized consent and data sharing processes.

9 Capturing social determinant data to support risk stratification, coordination, deployment of care
teams, and targeteéhterventions.

Furthermore, Connecticut will soon embark on intensive planning for the SIM Health Enhancement
Community Initiative. This planning will further determine how and whether the IT strategy can support
Health Enhancement Communities and incliti€@mplementation plans. Possible enablidlJ strategies

may include:

1 Capturing and sharing regional quality of life and health indicators with Health Enhancement
Community multisector collaboratives.

1 Enabling the evaluation of regional interventidmg supporting the calculation of their value of
health uch as byaking into account healthcare and social service spending).

9 Establishing standardized consent and data sharing processes.

SIM Driver:Engage consumers in healthy lifestyles, preventiveesachronic iliness selfmanagement,
and healthcare decisions

Most importantly, SIM is working to empower consumers amhble patient-centered care. The
proposed approach allows a person to experience a coordinated health system, knowing that their care
team has access to the critical information needed to keep them healthier longer. It also allows the person
more visibility of the performance of their health system and access to their own personal health record
across their entire provider network.

The pubic scorecard, as described $®ction 2.f.3 Public Scorecand enabled by théllTstrategy. The
APCD and CDAS are key data sources to populate this scorecard. The care relationships captured in CDAS
will also be critical for calculating the AG@ecificquality indicators that will be visible on the scorecard.

No HITrequirements currently exist for the VBID and CAHPS work strigefestion 2.f

3 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863696/
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Establishing Governance for Shared HIE Services and CDAS

The State of Connecticuénabled by recenlkegislation,will establish, or designate, a neutral, trusted
organization representing public and private interests to operate agteestatewide HIE services and
CDAS activities. Thosganizatiorwill establish and oversee a common set of policiesinass practices,

and standards to drive trusted health information exchange to support patientered care, ensure
privacy and security of data exchanged, and to decrease the costs and complexity of exchange and
analytics.

The organization will adhette health information governance best practices which may include:

1 Accountability to, and transparency with, stakeholders

1 Governance by an engaged Boafdirectors representing private and public sector leaders with
decisionmaking authority in the orgamations that they represent

9 C2dzy RFGA2y It GNMHMza G F3INBSYSyida GKFaG SadlofAak

authority related to compliance

Sound policies and procedures

Business decisions driven by vatireation, leading to financial sustability

Judicious use of scarce public and private resources

Effective engagement with the State of Connecticut for public policy and technology integration

with Staterun systems

=A =4 -4 -4

The HIBbrganizationwill serve as the State Designated Entity (SDE) dalitih information exchange in
Connecticut. The designation as an SDE will allow for a more coordinated health IT strategy that is clearly
communicated to statewide stakeholder§he HlBrganizationwill have a Board that consists of eight
members, three dwhich will be from the Connecticut state government and five of which will represent
other,non3 2 SNY YSy i &aSO02NER 2F GKS adlkidisSQa KSIfOiKOI NB

The HIEorganizationwill establish a Data Governanéouncil (DGC) to include both HIE and CDAS
senices. Data governance activities will identify, research, create, establish, and auditajgtedeed

HIE and CDA@lated policies, procedures, guidelines, and standards relating to data collection, use,
privacy, compliance, ddentification’ masking, eoryption, and security. During the initial CDAS eCQMs
and analytics work with the Office of the State Comptroller (OSC), an interim data use agreement will be
developed and executed to support the first phase of measure calculations using flat file xtract

The HIT PMO will continue to convene and facilitate the State Health IT Advisory (Rulrlail Act 16

77 authorizes and outlines some requirements for this coynghich currently has approximately 30
members. The council will continue to provide overall guidance regarding State health IT and HIE
strategies and policies and will work closely with the HIEH I y A Bdardok Rirgcos

Page |51


https://www.cga.ct.gov/2016/ACT/pa/pdf/2016PA-00077-R00SB-00289-PA.pdf
https://www.cga.ct.gov/2016/ACT/pa/pdf/2016PA-00077-R00SB-00289-PA.pdf

HIE and CDAS Core Infrastructure and Shared Services

A necessary first step to supporting HIE and CDAS use cases is to establish the core technical systems
infrastructure and shared services. The solution architecture design is focused on reusability and
modularity, to deploy systems by components, to support the use of open interfaces and exposed
application programming interfaces (API) as part of a sewiented architecture (SOA). This modular
approach along with the guiding principles to use openrse and industry leading commercial of the

shelf (COTS) software was to mitigate the risk associated with developing extensive custom code and the
continued dependency of the development contractors to maintain their custom code.

The solution architectte approach focuses on software configuration instead of software customization

as well as components interfacing instead of the tightly coupled dependencies of systems integration. This
approach enables the ability to easily change and/or enhance thdisblg y 8 Q aé&aidSy 02 YLE
interoperate clinical and administrative ecosystem designed to deliver persotric services and

benefits.

The solution architecture will be implemented in multiple stages (or phases) to deliver functionality to the
stakeholders/users in a timely and efficient manner, following an Agile system development life cycle
(SDLC). Each stage will focus on the release of solution components as required to deliver and functionality
captured in the use cases. This will requir& S a Gl { SK2f RSNAQ O2yliAydz2dza Ay
efforts to requirements. Functionality enhancements can be made at development time instead of waiting

for the system to be fully implemented.

As the HIE and CDAS mature, the HIE Entity and thighH&aAdvisory CounaiVill monitor emerging
technologies and the needs of the stakeholders statewide.

HIE and CDAS Shared Servigdfaster Data Management

One of the required foundational services is to provide the ability to create, manage and share an
authoritative, multthierarchical, and trust framework to assemble the single best version of the truth of

data regardless of the data origination point. Connecticut will achieve a unified view of a person (such as
Medicaid members), provider, active earelationships, and reference data in a manner to deliver identity

as a service. These shared services will enable the HIE and CDAS use case functionality and share
information across the ecosystem and as such will follow information management besicpsaof

Master Data Management (MDM) mutiomains.

MDM multrdomains platform provides a single technology stack for managing data across internal groups
and functions, and can integrate views across domains, such as person, provider, programs, suppliers
employees, locations, and other core components of the enterprise. Instead of distinct, uncoordinated
approaches to separate master data domains (built on multiple technology stacks)domkin MDM
enables an integrated master data approach, basedaocsingle technology platform, with a unified
governance framework, and much more straightforward data modeling and mapping.
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One of the most significant wins for muttomain MDM platforms is in data governance where it is much
easier to ensure that standards are being met since there is only one repository for the master data.
Another significant win is with the movement towardising Big Data Repositories, as is the underlying
architectural approach of CDAS. The variety and amount of data in CDAS can apply to any number of
domains and therefore a muldomain MDM can offer an
entire view of the relationship between data.

Leveaaging an industry leading MDM software component Identlfymg MDM

provides the ability to further refine and enhance the data DO MAl NS

being mastered. For example, Active Care Relationships

will continue to mature to different hierarchy levels

dependent on the ingested data, suah patientprovider Although certain domains, such @sistomey

attribution based on claims data, attributed based on| ProductLocationsandEmployegare the most

provided relationship mappings from payers and ACOg, commonly referenced MDM domaintie

and relationships as data received directly from FQHCs ar d.domam ty'?es an.d mix-can vary due to the

hospitals. The attribution logic will be determined by the industry orientation and business model.

DGC, as andards and policies need to be established to Here are some industrgriented examples of how

address duplicate and/or conflicting data and relationship| domains are often defined:

entries. 1 Manufacturing domains Customers, Product,
Suppliers, Materials, Items, Locations

174

In Stages 1 and 2, MDM will be configured to create thre¢
domains, Person to create the Master Person Index (MPI),
Provider to create the Mster Provider Registry (MPR) and | ¢ rinancial services domain€ustomers, Accounts,
a reference data management domain. The initial domain$  Products, Locations, Actuarial

will be configured to capture relationship within the MPI, [  Education domainsStudents, Faculty, Locations,
such as family and caregiver, and MPR, such as provider Materials, Courses

groups and affiliations, as well as across each donsach
as care relationship and attributions of persons to
providers.

9 Health caredomains Members, Providers,
Products, Claims, Clinical, Actuarial

¢tKS NBFSNBYyOS RIFGE YIFylFr3aSYSyid R2YIFAYy gAff 0SS 02y T
data and historical crosswalks as well as the quality measures library, where eashrmentry will be

configured with the measures business logic required for calculation. This provides the ability to create

and manage numerous quality measures easily in dynamic tables as opposed to hard coding in proprietary
products.

The MDM solutin component provides the ability to add numerous domains in future Stages, such as
disease registries, through configuration of the software and not custom developed code as required in
implemented siloed point solutions.

Operationsand Maintenance

As HIE and CDAS core infrastructure and shared services are deployed, user and systems support
operations and maintenance will be required. Deploying, testing, maintaining, and monitoring systems
and performances in addition to issue tracking will requieous tools, which can possibly be supported

by the cloud hosting vendor, such as Microsoft Azure. Software support and maintenance will be provided
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a hybrid approach of outsourced contractor and internal staff.

HIE Services Solution

The Health IT Advisory Council and HIE Use Case Design Group underwent a thorough deliberation process
2F 20SNJon dzaS Ol asSa G2 &St Siorinthkekirs year2desgribed etow.dza S O
These use cases were chosen based on their value for patients and other stakeholders, their impact on
workflow, ease of implementation, integration and technical assistance potential, scalability and whether
existingresources meet current needs.

1. eCQMg; Enable the transport of the clinical data heeded to CDAS for the calculation of key quality
measuresMore information is contained in the CDAS section.

2. Longitudinal Health Bcord ¢ Improve care quality by establisiy and driving the use of a
statewide longitudinal health record among accountable healthcare organizations, patient
centered medical homes and other caregivers.

Rationale and Overview Timely and efficient access to longitudinal medical histories by
heathcare professionals informs diagnosis and treatment decisions, reduces duplication of
costly and potentially harmful tests, and saves patients and providers time and money by
reducing the burden associated with collecting information. Patients typicalbk s
healthcare services from multiple locations, necessitating a compilation of clinical data from
multiple EHRs or other data sources for a complete view of their health information.

Approach-- Leverage national interoperability initiatives including elle Exchange,
CaeQuality and CommonWell. These initiatives have enabled large scale data sharing, but
have not been implemented widely in Connecticut. Provide technical assistance for
onboarding to HIE services.

3. Clinical Encounter Alertg Improve care quality, continuitgf-care and care transitions through
the use of clinical encounter alerts.

Rationale and OverviewClinical encounter notifications improve the quality of care, care
coordination, and reduce costs by proactively, in meaattime, notifying responsible
caregivers, such as primary care providers, pattmritered medical homes (PCMHSs),
accountable care organizations, care managers, when patients have a clinical event such as
an admission or discharge to/from an inpatiefdcility, emergency department or
outpatient care facility. Clinical encounter alert systems currently in operation in
Connecticut are not fully utilized by PCMHs and accountable healthcare organizations for
all patients requiring care coordination or trsition-of-care support.

Approach-- Further delineate functional and business requirements of clinical encounter
alerts technology and assess current systems in Connecticut to determine if they can be
leveraged to meet this objective. Provide technicakiatance to providers on how to
incorporate alerts into workflows for quality improvement and care coordination.
Additional data suppliers, such as skilled nursing facilities, will be recruited to enhance the
value of such a system.
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4. Image ExchangeRedue duplicative xays, ultrasounds and other imaging by establishing and
promoting the use of electronic sharing of images, thereby reducing costs and patient radiation
exposure.

Rationale and Overview The electronic exchange of images across organizatidfers
providers near realime access to a patient's history of images and the ability to view and
compare images from various locations and collaborate with other providers. This improves
reduces operational costs for hospitals and imaging servieesders, improving the speed

and quality of care delivery and reducing radiation exposure from unnecessary duplicative
imaging. Image exchange complements the provision of a longitudinal health record,
offering clinicians enhanced information for clinidakisionrmaking.

Approach Further define business and functional requirements of an image exchange
utility; procure image exchange services from a hmsatlass vendor; integrate image
exchange utility with core infrastructure; recruit and contract wittealth systems,
diagnostic imaging centers and physician practices whose images are to be shared; establish
interfaces with contracted image providers; and provide technical assistance.

5. Immunization Information System (IIR)Improve compliance with immupation guidelines and
increase efficiency of immunization reporting by implementing a new IS capable of electronic bi
directional exchange between providersncluding school nursesand the Connecticut
Department of Health.

Rationale and OverviewEledronic bidirectional immunization exchange was viewed by
Connecticut stakeholders as a critical need, and this need was validated by the HIE Use Case
Design Group. Value was documented across stakeholder groups and includes quality
improvement, efficiends, impact on population health and cost savings.

Approach Onboard providers to the hlirectional services, prioritized by age groups of
provider patient panels, beginning with infants and children from birth to five years old, and
expanding to all agesver time, including adults; integrateiith HIE servicg provide
technical assistanceraining and education.

6. Public Health Reporting_Improve efficiency by establishing a single gateway for public health
reportingfor healthcare providers
Rationale ad Overviewg With the implementation of a new IIS capable ofdbiectional
electronic exchange with providers, a public health reporting gateway should be
implemented to facilitate data transport in a consistent and standardized manner. In
addition to immunizations, other required reporting will be supported, including reportable
labs, syndromic surveillance and reporting to the cancer registry, and other registries

Approach Compare the technical capability and costs of American Public Health
Laborabries Informatics Messaging Service with similar vertireloped technology, to
determine the most appropriate way to provision the public health reporting gateway;
configure a gateway to integrate with systems in place at the Connecticut DPH; onboard
providers; and monitor systems performance.

Candidates for Year 2 implementation were also identified:
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1 Advance @rectivedMOLST¢ further planning for this use case wiitlitially focus on Advance
Directives, with the possibility of extendingM®OLST y O2y adz GF GA2y 6A0GK 5t |
new MOLSAdvisory Committee

1 Medication Reconciliationg viewed as critical for quality, safety and efficiency, but with the need
to address process+a@esign prior to deployment of technology

9 Population HealthAnalytics ¢ to be considered further ondbe CDA®as been implemented,
leveraging that technology for additional value creation

9 Patient Portal ¢ Patientfacing tool to enable healthcare decisioraking.

The use case prioritizatiqggrocessinformsthe overall solution architecture and roadmap, which will be
the blueprint to guide the determination, implementation, and establishment of the requiti€dervices.
The HIEBerviceswill be implemented irstages, where each will deliver stakeholdenctionality.

Design Considerations

The assessment dhe State BIE solution needbas determined that theHIE will be a networkf-

networks configuration, allowing both individual EHRs and already exitignitiativeso connect and

share data. This configuration supports the federated HIE data model, as th€y@EHRsdata will

remain within the individuatecord ystems and be pulledr pushedfrom HIE serviceas required For
examplefor the longitudinalhedth recorduse case, mviderscanrequestt Y R LJdzf £ G KSA NJ LJ A
data from other EHRsn the statewide HIE, based on data access rights, authorizations and permitted
purposes.

TheHIEwill enablethe sharingof patient healthrecorddata acrossEHR&nd other data sharingmeans,
suchas stakeholderportals. Aligningthe HIEin supportof the overall statewide analyticcapabilitywill
leveragethe ability to capture LJ- { A Siyfcil @da to enabk and enhancethe calculationof quality
measuresasdescribedn the nextsection

Core Data and Analytics Solution

The CDAG®iIll enhancestatewidedata sharingand enablethe analyticcapabilitiesto provide data and
information to drive efficient, effective, and personalizedpatient-centered care to improve health
outcomes.TheCDASs primarilyfocusedon qualityandutilizationmeasuresandanalyticso enablevalue
basedcareinitiatives. Thefirst phaseof work is related to the first priority listed in the Backgrouncand
OverviewSectioneCQMsand Analytics.

/| 2yySOGAOdziQa KSIfIKOFNB &deaidSy Kra @FNASR |yR 2
diabetes outcomes, prenatal and postpartum care, and mental health outcomes. Clinical qeal#tynes

where EHRs are the primary data soyrsech agCQMshave come to the forefront as a means to shed

light on healthcare performancéut they are not widely used in Connecticut. The State will work with
public and private payers, employers, accountable healthcare organizations, and others to align strategies
and increase the reportingnd useof eCQMs for measuring outcomes and informing quatifgrovement

activities. These actors have limited insight into the above priorities because this robust and actionable
data from multiple sources is not available to them.

During the initial stages of CDAS implementation, provider outreach and engageifidre broad and
inclusive, including outreach to ACOs and FQHCs to increase and expedite the submission of clinical data.
The CDASwiIll provide selfservicequality and utilization measuresanalysiswith focusedvisualizations,
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dashboardsdata extractsand ad-hoc analysiscapabilitiesto these providers.Providerswill be ableto
track and trend the quality of care delivered, avoid preventableevents, and addressgapsin-care to
improveoutcomesand maximizeincentives.Seesubsequensectionsfor more information.

Aninitial setof accountablehealthcareorganizationswill be solicitedto work with the HITPMOandthe

Office of the State Comptroller(OSC)the State agencyresponsiblefor contractingfor and managing
healthbenefitsfor the stateemployee andretiree populations). TheOSQvill receiveeCQMdatato better

monitor providersand givethem feedbackandtools sothat they canimprove caredeliveryto the state

publicemployeepopulation.

Additionalprovidergroups,aswell ascommercialpayes will alsobe engagedat the outset TheHITPMO
will collaboratewith DSSo determinehow CDASapabilitiescanbe leveragedo supportthe Medicaid
program.CDASvill allow payersthe selfservicecapabilityto viewvisualizationsgashboardsand conduct
ad-hocanalysidy providersand/or variousprograms.

TheCDASrchitectureis designedasa purelymodularframeworkto providedynamicconfigurationsand
scalabilityto meetthe needsof the stakeholderscurrentandfuture. Thearchitectureisbasedon leading
technologieghat havebeenimplementedacrossmany other industriesand leveragesopen sourceand
commercialoff the shelf (COTSEomponents.This architecture approachalong with the technology
componentsprovidesa configurablesolutionandnot a customcodedsolution.

Incremental System Releases

The CDAS, like the HIE, will be implemented in multiple Stages to deliver functionality to the
stakeholders/users in a timely and efficient manner, following an Agile SDLC. Eachilbfagas onthe

delivery and elea® ofsolution components sithey become availahl@he agile process will focus on the
NEIjdzA NSR TFdzy OGAz2ylftAte OFLWGdINBER Ay (GKS dzaS Ol aSa
validate development efforts to requiremén Functionality enhancements can be made at development

time instead of waiting for the system to figlly implemented.

The initial CDAS roadmgdgigure 3focuses on the first three implementation Stages. Each Stage builds
on the previous stage(s) antd incremental releases of functionality is structured to mature the CDAS
analytics and information sharing capabilities.
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Figure 3:CDAS Proposed Stage Implementation Delivery Roadmap
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